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GALL STONES. 





By Sik GrorGE SyME, K.B.E., M.S. (Melbourne), 
F.R.C.S. (England), 
Honorary Consulting Surgeon, Melbourne Hospital, 
Melbourne. 





May I express my great appreciation of the 
the honour you have done me in inviting me to 
address you? I realize that you cannot expect me 
to tell you anything new or even anything very 
interesting. I do not propose to deliver an address, 
much less an oration, but simply to relate some 
experiences. Jerome K. Jerome has observed some- 
where that: 
write but no man reads—experience is untranslat- 
able. Youth comes to teach, age remains to listen.” 
I can only hope perhaps faintly to interest you 
in a subject in which I have myself been very 
interested for a long time, that of gall stones. I 
also select it because not only surgeons, like myself, 
but also general practitioners and physicians fre- 
quently meet with this affection in their ordinary 
practice. 

In the year 1896 I wrote a paper on this subject 
in which I tried to emphasize the serious effects that 
gall stones produce, and especially the dangers of 





1 Read at a meeting of the Queensland Branch of the British 
Medical Association on August 8, 1924. 
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the inflammatory conditions that arise as the result 
of the continuance under palliative treatment or 
without treatment of gall stones, dangers that could 


have been averted by early operation. My theme 
tonight is much the same and as I did then, I pro- 
pose to deal with it mainly by the recital of 
illustrative cases. 

The first example is the case of Mrs. B. 


In March, 1914, I operated on her and removed a large 
uterine fibromyoma. The abdomen was thoroughly ex- 
plored and no other abnormality was found. In November, 
1918, she had recurrent attacks of abdominal pain, diag- 
nosed as appendicitis, and the abdomen was again opened 
and an inflamed appendix removed. Two gall stones were 
also discovered in an almost normal gall bladder. Her 
condition was not very good and rather reluctantly we 
decided to leave them, informing the patient and her 
friends of their presence and advising that if she ever 
had any symptoms, the stones should be removed. In 
1922 she did have symptoms, but as her husband had 
become very seriously ill, she said nothing about them. 
In January, 1924, however, she could no longer conceal 
them as she became very ill with pain, fever, rigors and 
jaundice. She agreed to operation at which we found the 
gall bladder inflamed and contracted round several large 
stones. It was very friable, tearing when separated. It 
was eventually removed with great difficulty. On ligating 
the vessels the ligatures cut through and a Moynihan’s 
forceps was left on. A probe was passed down the common 
duct and a careful search made for further stone, but 
none was found. The forceps were removed on the fifth 
day. On the tenth day bile escaped and on the twelfth 
day she had a severe hemorrhage, collapsed and died. Her 
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husband died two days later, his end accelerated by the 
strain and shock of her operation and fatal ending. 

This tragic case seems instructive from several 
points of view. It gives some indication of the time 
stones take to form and of the time in which, having 
formed, they may cause serious mischief. It is also 
a forcible illustration of the danger of not operating 
when stones are known to be present. 

Just about the same time I had another case 
illustrating the same thing. 

The patient was a retired nurse, aged sixty-six, who 
began to have abdominal pains in October, 1923, and then 
had an attack of pain with a rigor and vomiting. Her 
local medical attendant diagnosed gall stones and she also 
saw a physician in consultation who confirmed the diag- 
nosis. She would not agree to operation because she had 
undergone an abdominal operation sixteen years pre- 
viously, had nearly died after it and was for a long time 
afterwards mentally affected. Further she had suffered 
from high blood pressure for some years and had a systolic 
bruit at both the mitral and aortic areas. At the end of 
November, 1923, she became jaundiced, the jaundice per- 
sisted, but varied in degree. She also lost weight. I 
saw her on December 14, 1923, and made a diagnosis of 
gall stone in the common duct. The jaundice was con- 
siderable, but she had no tenderness and the gall bladder 
could not be palpated. She thought the jaundice was 
somewhat less and she still objected to operation. She 
wished to try some “patent cure” for gall stones, recom- 
mended by a friend. However, she did not improve, the 
jaundice increased. She lost weight and strength, was 
always nauseated and had no appetite. She had irregular 
rises of temperature, with occasional shivers and sweats 
and varying amount of pain. In February, 1924, she 
finally realized that she could not go on as she was and 
agreed to operation. This was performed on February 25, 
1924. The gall bladder was contracted and densely ad- 
herent, the common duct was embedded in dense ad- 
hesions and contained a large stone which was removed. 
The gall bladder seemed empty and was left. There was 
free oozing of blood everywhere and she was greatly 
— The oozing continued and she died the same 

ay. 

Why are operations on patients like these in whom 
infection and jaundice have occurred, so often fatal? 
I cannot tell you. It seems as if the occurrence of 
infection and jaundice causes changes in the liver 
cells and interferes with their metabolism, lessen- 
ing in some way the patient’s powers of resistance 
and recuperation and causing hemorrhage which 
is very difficult to arrest. The lesson to be learned 
is that operation should be undertaken before such 
changes occur. 

How then are we to recognize the presence of gall 
stones in their early stages? The diagnosis must 
ordinarily be made by the general practitioner who is 
consulted for what is generally called indigestion. 
The symptom of this is discomfort or pain. It 
generally occurs soon after eating, but does not, like 
the pain of duodenal ulcer, bear a definite relation 
to food, though it very often occurs about three- 
quarters of an hour after a meal or sooner. It is 
associated with flatulence and is often relieved by 
belching of wind. The flatulence is often brought on 
by vegetable foods such as cauliflower, cabbage and 
so forth. Nausea is common and sometimes vomiting 
occurs which also gives relief. The pain is very 
often behind the sternum, often in the epigastrium 
and not infrequently in the left side of the epigas- 
trium. It may be definitely in the right sub-costal 
area. Pain may also be felt behind the right shoul- 
der or between the scapule. It may run from the 





shoulder down the right arm. Moynihan says that 
if the discomfort is relieved by drinking hot water 
it is almost certain to be due to gall stones, but | 
cannot corroborate this statement from persona] 
observation. Sometimes patients complain of heart. 
burn and sometimes they say that they get goose 
skin or slight shivers. On examination right syp. 
costal tenderness is usually found, especially with 
the patient sitting up and on taking a deep breath 
when the examining fingers are tucked under the 
costal margin. Tenderness may be _ epigastric, 
sometimes a tender spot can be found in the right 
axillary line over the seventh rib. With such a 
condition gall stones should always be suspected 
and the diagnosis verified by exclusion and by a 
complete and thorough investigation including that 
of the nervous system to exclude lesions of the 
spinal cord, such as tabes dorsalis. One lesson [ 
have learned in my years of practice, is the neces. 
sity for thoroughness of examination. More mis. 
takes are made from want of care than from want 
of knowledge. It is a wise precaution to examine 
the reflexes, examine the urine, examine the rectum 
and in married women to make a vaginal examina- 
tion in every case. In addition the blood should be 
examined. 


Mayo has observed that an area covered by 
the palm of the hand includes under it the gall 
bladder, bile ducts, duodenum, pylorus, right 
kidney and a high appendix. With the symptoms 
mentioned these organs are the ones mainly to be 
considered in differential diagnosis. The next steps 
to be taken are to have an X-ray photograph of the 
gall bladder and kidney taken, an X-ray screening 
done and a photograph of the stomach, duodenum 
and colon taken after the administration of a 
barium meal. The stomach contents should be 
examined after a test meal and the feces should be 
examined for occult blood. Of course, the urine 
should be submitted to microscopical examination. 
An X-ray photograph of the gall bladder area will 
very frequently reveal definite shadows of gall 
stones when they are present and thus give a posi- 
tive diagnosis. The following cases may be cited 
as of interest in this connexion. 


Miss M., aged thirty-one years, was seen in consultation 
on March 23, 1922. Her story was that six years pre 
viously she had what was called a gastric attack in which 
she vomited every time she took food, no matter what its 
nature was. She recovered and was fairly well until 
December, 1921, when the vomiting recurred. It was of 
the same type, a portion of everything taken being rejected, 
occasionally with some bile. She had never had any pain 
or what she regarded as pain, but had had discomfort 
after food or what she called indigestion more or less for 
the previous six years. She was very constipated. On 
January 31, 1922, she was found to be tender in the right 
hypochondrium. An X-ray examination was made on 
February 2, 1922, and this disclosed only a good deal of 
pyloric spasm. On February 17, 1922, she had sharp pain 
in the left renal region, shooting towards the pubes. The 
urine contained blood and the next day pus and colon 
bacilli. Her temperature, hitherto normal, went to 38.9° C. 
(102° F.). She was still vomiting in spite of rest in a 
private hospital, dieting and medical treatment. On 
March 21, 1922, a further X-ray examination was made. 
This was mainly directed to the kidneys, but the film 
contained a number of shadows in the gall bladder area 
which the radiologist said were caused by facetted gall 
stones. In the urinary tracts no abnormality was dis 

















Qcroper 11, 1924. 


THE MEDICAL JOURNAL OF AUSTRALIA. 367 





__ 


covered. I regarded the case as one of gall stones with 
super-added colon infection of the left urinary tract and 
advised that this should be treated first. She was exam- 
ined with a cystoscope, the bladder was found to be 
healthy and ureteral catheterization revealed a left 

elitis. The renal pelvis was irrigated and she was 
iven vaccines. Under this treatment pyuria diminished 
and on July 25, 1922, I operated and found numerous 
facetted gall stones, exactly corresponding to the X-ray 

picture. She went home practically well on September 6, 
1922. 

Another patient, Mrs. S., was seen in consultation on 
April 16, 1924. Her condition was even more obscure. She 
had been under treatment for years by numerous prac- 
titioners. She said she was afraid to eat much because 
any food “made her stomach sour.” She had aching in 
the left loin and occasional dry retching. She said her 
legs sometimes gave way and she had a throbbing pain 
in the left temple. She had never had jaundice or acute 
pain in the abdomen. On examination the abdomen 
seemed tender all over, but not especially over the gall 
bladder area. A test meal revealed a total acidity of sixty 
and the hydrochloric acid was twenty-five. At times the 
abdomen got distended with gas. Examination of the 
urine revealed no abnormality. An X-ray film revealed 
the gall bladder packed with calculi. I operated on June 
5, 1924, and removed the gall bladder which was exactly 
like the X-ray photograph. 

Even when a positive picture is not obtained, an 
X-ray examination will often give indirect evidence. 
The normal gall bladder is not rendered visible by 
Xray examination and indefinite shadows in the 
gall bladder area are suggestive of thickening or 
other pathological conditions. Another indication 
is an alteration in the shape of the duodenum and 
in the position of its second part which may be 
directed laterally towards the liver; also changes 
in the position of the transverse colon may be found. 

If the X-ray photograph and examination of the 
urine yield no results, renal calculus and renal disease 
may be excluded. Duodenal and pyloric ulcers are 
not so readily distinguished and even gastric carci- 
noma may be mistaken for gall stones. When I was 
in London in 1915, one of the house surgeons at the 
London Hospital asked me down to see his chief 
operate. The first patient on the table was said to 
have gall stones and had been referred for operation 
from the medical side. On operation a duodenal 
ulcer was found and no gall stones; gastro-jejunos- 
tomy was done. A week or so later I went again 
and the same surgeon was operating for supposed 
gall stones. He referred to the case I had seen on 
my previous visit and said that this time every pos- 
sible investigation had been made and they were 
sure it was a case of gall stones. He operated, but 
again found duodenal ulcer and no gall stones. 

In March, 1914, I saw in consultation a lady, aged 
thirty-two, who for three years had complained of pain 
in the epigastric region and occasional vomiting. Latterly 
the pain had been more in the right sub-costal area. She 
had never vomited blood nor had she been jaundiced. She 
had recently been travelling in Europe and had seen 
physicians in England and in Spain and had also seen two 
leading physicians in Melbourne. An X-ray examination 
revealed no abnormality. A sub-acidity was found on 
analysis of the gastric contents. She was tender in the 
tight hypochondrium, but no tumour could be detected. 
Everyone who had seen her, had diagnosed gall stones. I 
operated and found a carcinoma of the lesser curvature 
of the stomach for which gastrectomy was successfully 
performed. 

Nevertheless, usually the high acidity, the definite 
food relation of the pain—food, comfort, pain; food, 








+ 








comfort, pain—the pain being at least two hours 
after food, the presence of occult blood in the feces 
and the appearances on X-ray examination serve to 
indicate duodenal ulcer. In any case operation is 
indicated and the diagnosis will then be cleared up. 
But when operating for supposed gall stones it is 
well to have the instruments ready to do gastro- 
enterostomy or gastrectomy. It must be borne in 
mind also that gall stones and duodenal ulcer may 
co-exist and even be associated with chronic appen- 
dicitis as well. I have more than once performed 
gastro-jejunostomy, cholecystectomy and appen- 
dicectomy at the one operation. I have seen several 
cases in which a gall stone in the gall bladder or 
in the common duct had ulcerated through into the 
duodenum and symptoms of duodenal ulcer were 
superimposed on and disguised those of gall stones. 
It must be remembered also that chronic appendi- 
citis and gall stones are often present together, per- 
haps as cause and effect, infection extending from 
the appendix to the gall bladder and the infection 
of the gall bladder producing gall stones. The 
«etiology of gall stones is still a mystery, but infec- 
tion seems to play an important part in their pro- 
duction. The experiments of Rosanov in this con- 
nexion are very remarkable, but require further 


confirmation. 

Another association about which I next wish to 
speak, is that of gall stones with pancreatitis and 
glycosuria. If the recital does not weary you, I 
would like to illustrate this association by reading 
notes from actual cases. 

Mrs. E.W., aged forty-two, was seen on June 12, 1919. 
Three days previously she had been seized with severe 
abdominal pain and vomiting. The pain was chiefly in 
the epigastrium, especially to the left of the middle line 
and shooting to the left shoulder. It was described as 
agonizing and was somewhat relieved by vomiting. She 
stated that her first attack of pain had occurred thirteen 
years previously. She had had many since, but more 
frequently in the previous year. In the intervals between 
attacks she suffered from fullness after meals and a dull 
pain in the pit of the stomach with flatulence and belching. 
She had never been jaundiced, but she said that her 
mother and her sister both suffered from somewhat simi- 
lar attacks with jaundice. On examination she was flushed 
and no jaundice was perceptible. The temperature was 
38.7° C. (101.6° F.) and the pulse rate was 112. The 
tongue was coated and brown. There was some rigidity of 
the abdomen which was tender all over, but especially in 
the right hypochondrium. The urine contained sugar and 
acetone, but no albumin. She was treated for the glyco- 
suria by starvation and dieting. On June 19, 1919, the 
urine was sugar free, but a trace of acetone was present. 
By June 29, 1919, this had disappeared. Operation was 
performed on June 30, 1919. On opening the abdomen fat 
necrosis was found. The gall bladder was small, con- 
tracted and full of calculi. The common duct and also 
the cystic duct were stuffed with calculi. The pancreas 
was nodular, swollen, hard in places, softened and friable 
in others. The common duct was opened and the calculi 
removed, one was fixed in the ampulla of Vater. The 
stones were removed from the gall bladder and the cystic 
duct. The capsule and the pancreas were incised and a 
tube was put into it. Tubes were put into the common 
duct and the gall bladder. The patient was pretty bad 
for a few days, but gradually picked up. On August 3, 
1919, she was discharged apparently well. 

May I further tax your patience by narrating one 
more case? 

Mrs. J., aged forty-nine years, was seen on March 11, 


1919. She complained of abdominal pain, chiefly over the 
lower ribs on the right side and shooting to the right 
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shoulder. She had also frequent miicturition and thirst. 
Fourteen days previously she had some pain followed by 
retching, shivers and sweating. Her husband said that 
she was yellow. She had had attacks of pain at intervals 
for years. On examination she had a slight icteric tinge 
of the conjunctive. She was tender below the right costal 
margin where a smooth rounded swelling was found 
moving with respiration. The urine had a specific gravity 
of 1040 and contained 3% sugar and also acetone. X-ray 
examination revealed no abnormality and the blood serum 
did not react to the Wassermann test. By starvation and 
dieting the urine was made sugar free by March 26, 1919, 
but acetone still remained. By regulating the carbo- 
hydrates of the diet the urine became free from acetone 
and sugar by April 3, 1919. Operation was performed on 
April 23, 1919. The gall bladder was found enlarged, 
adherent and inflamed, it contained calculi and so did the 
cystic duct. The common duct was dilated and contained 
stones in its lower end. The duodenum was displaced 
mesially, the common duct was isolated and opened and 
three stones were milked out from the lower end and from 
the ampulla of Vater. The gall bladder was then removed. 
The pancreas was swollen, nodular and hard. She gradu- 
ally improved and was discharged on May 9, 1919, prac- 
tically well and with the urine sugar free. 


Since the discovery of “Insulin” of course, we 
treat such patients with it before submitting them 
to operation and can get their urine sugar free much 
sooner and more satisfactorily. Experiments on 
animals have shown that if the duct of Wirsung 
be obstructed, pancreatitis occurs and that injection 
of bile salts into the pancreatic duct sets up the 
same condition. If the bile salts are mixed and 
diluted with mucus, no pancreatitis follows. In- 
fection of the ducts also of course produces pan- 
creatitis. In cases such as those mentioned we may 
possibly explain the sequence of events in the fol- 
lowing way. Probably as the result of some infec- 
tion of the gall bladder by way of the blood or the 
lymph stream alterations occur in its mucous 
membrane. This in combination perhaps with stasis 
of the bile and excessive cholesterinzmia, results in 
the formation of calculi in the gall bladder. The 
calculi further irritate mechanically the infected 
gall bladder wall which becomes thickened and loses 
its distensibility. When gas-forming food is taken, 
distension of the duodenum occurs, the common duct 
is compressed and bile is driven back into the gall 
bladder which cannot accommodate it. The increased 
tension causes pain and discomfort. Then stones 
begin to be driven down the ducts, causing colic 
and reflex disturbances. Finally a stone lodges in 
the ampulla, while the cystic duct also becomes 
obstructed. Bile unmixed with mucus is thus 
forced into the duct of Wirsung and causes pan- 
creatitis. When this chances to involve the islets of 
Langerhans, glycosuria results. I have seen cases, 
however, of gall stones, pancreatitis and glycosuria 
in which at operation no stones were found in the 
ducts. In such cases the pancreatitis may be en- 
tirely infective or stones may have been lodged in 
the ampulla and been passed out prior to operation. 
Again I have seen several cases in which, although 
a stone was firmly implanted in the ampulla, no 
pancreatitis could be detected. This may be ex- 
plained by the anatomical arrangements of the pan- 
creatic and common ducts entering the duodenum 
separately. The duct of Santorini may also open 
separately so that the pancreatic secretion is not 
obstructed and bile salts are not forced into 
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' what is known as Courvoisier’s law: 


- hemorrhage. 


the duct of Wirsung. In the two cases narrated 
so similar in many respects, one great difference was 
present. The gall bladder was contracted in one 
Mrs. W., but large and distended in the other, Mrs 
J.. The case of Mrs. J. seemed an exception to 
“In cases of 
chronie jaundice due to blockage of the common duet 
a contracted gall bladder signifies that the obstrue. 
tion is due to stone and, conversely, a dilatation of 
the gall bladder that the obstruction is due to causes 
other than stone.” In Mrs. J.’s case, however, the 
jaundice was not very great and it is possible that 
the cystic duct became completely blocked at an 
early stage of the disease before the gall bladder had 
time to get contracted, while other and smaller 
stones gradually worked down to the ampulla. A 
somewhat similar case came under notice recently. 
An acutely inflamed and distended gall bladder was 
associated with severe glycosuria. The patient was 
given “Insulin” till the urine was sugar free and 
then the gall bladder was successfully removed 
under local anesthesia. In the case of Mrs. W., the 
stone in the cystic duct was not impacted and prob- 


_ ably did not block the duct and the gall bladder in 


all probability had previously become so contracted 
and hard from infection and irritation that it could 
not dilate. Also she had not had jaundice. The 
occurrence of jaundice with gall stones is very vari- 
able. When it is or has been present, it is a valuable 
corroboration of the diagnosis and is also suggestive 
of stone in the common duct, especially if associated 
Stones may often 


with repeated attacks of colic. 
be present in the common duct without jaundice 
and also jaundice may be present without stones in 


the duct. It must be remembered that the symp- 
toms of gall stones apart from colic are chiefly due 
to the associated cholecystitis and infection which 
may also exist without gall stones. Hydatid of the 
liver may very closely simulate gall stones when the 
cyst has communicated with the hepatic ducts and 
when small cysts or pieces of membrane have passed 
down the ducts. But in such cases some enlargement 
of the liver can usually be detected on X-ray exam- 
ination, if not by the usual methods. Moreover, the 
cysts may be found in the feces. A further com- 
plication is that gall stones and hydatids may co- 
exist; I have seen two cases of this. I have also 
seen syphilitic gumma of the liver near the portal 
fissure which simulated gall stones. The elicitation 
of a history of spirochetal infection may make one 
suspect’such a condition. But in this case although 
we had this history, the symptoms so closely 
resembled gall stones that we operated. The gumma 
was cut and scraped out and resulting cavity was 
packed with gauze. The patient did very well. 


The Operation for Gall Stones. 


In conclusion a few words about the operation 
which is the only treatment, once gall stones have 
been diagnosed. If jaundice is present, it is advis- 
able to defer operation until the jaundice has sub- 
sided. This usually occurs. If not, operation must 
be undertaken, but chloride of calcium should be 
administered intravenously beforehand together 
with normal horse serum to diminish the risk of 
As regard the incision I have tried 
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all that have been suggested. I prefer one made 

along the middle of the upper rectus muscle, open- 

ing its sheath and reflecting the muscle laterally. 

If made sufficiently long, it gives efficient exposure 

and access and is not followed by the development 

of an incisional hernia. A thorough exposure is 

always advisable and thoroughness in exploring for 

all stones is the essential point. It is most extra- 

ordinary how elusive gall stones can be and how 

frequently they are not all removed. I always like 

to get the duct thoroughly exposed and, if at all 

dilated, to open it and with a probe down the duct 

and the fingers outside to work the stones up to 

the opening. To prevent stones slipping up into 

the hepatic duct during manipulation, a rubber pro- 

tected clamp is placed on it high up as soon as it is 
exposed. The question as to whether the gall blad- 
der be removed, must be decided on the merits of 
each ease, the condition of the gall bladder and the 
condition of the patient. The function of the gall 
bladder is not known. Patients seem to get on very 
well without it, but it must have some function and 
on general principles, if it is functional, it should 
be left. If stones were recognized earlier and the 
operation performed in the early stages of the con- 
dition, the gall bladder would not require removal 
so frequently. But in many of the cases the gall 
bladder at operation is so infected and so altered 
as to be useless and is much better removed. The 
longer the stones have been present, the longer the 
infection and inflammatory sequele have gone on, 
the more adherent and contracted the gall bladder 
hecomes, the more complications are likely to exist 
and the less able is the patient to stand its removal. 
It may then be wiser to get rid of the stones, drain 
the bladder and get the patient through; the gall 
bladder may be removed at a later operation. The 
surgeon has to use his own judgement as to what is 
best and judgement and experience seem to me of 
more importance in operations for gall stones than 
in almost any others. It is also in my experience 
more difficult to give a prognosis as to the result of 
operations for gall stones than for most other 
operations and the prognosis must always be 
guarded. Personally, I have had more fatal and 
more unsatisfactory results from gall stone opera- 
tions than from any other, except those for cerebral 
tumour. But in the case of gall stones these bad 
results might have been avoided by earlier diagnosis 
and prompt operation. 

I end as I began: Gall stones should be diagnosed 
in their early stages and always removed by opera; 
tion once they are diagnosed. 

eicdonmielliiebicaunaees 


FLOUR MILLS AND HEALTH. 





By D. M. McWuag, C.M.G., C.B.E., M.D. (Melbourne), 


M.R.C.P. (London), 
Honorary Physician, Perth Hospital, 
Western Australia. 





Ix 1922 at the request of the West Australian 
Flour Mill Owners’ Association of Western Aus- 







Ten mills were inspected and fifty employees were 
medically examined, so that the extent of the 
investigation was comparatively small. 


The Flour Milling Process. 


Briefly, the wheat is dealt with as follows: It 
is received into what are called hoppers and is 
passed into silos for storage and distribution to the 
mill. It is then passed to the various cleaning or 
smutting machines which remove the covering of the 
wheat grain. Thence it is passed to the milling 
machines proper where it is ground to flour and 
finally it is bagged in the packing room. 


It would appear that the smut dust from the 
indigestible covering of the wheat grain is far more 
irritating to the respiratory organs than flour dust 
and some of the older workmen described the earlier 
days of the flour milling industry, when they carried 
out all their work in a dense atmosphere of irritat- 
ing smut dust. 

In a clean modern mill great effort is made to 
keep the mill atmosphere free from dust. The 
buildings are light, airy and well ventilated. The 
hopper is frequently outside the mill buildings with 
overhead cover only and thus is practically in the 
open air. Often the wheat is subjected to powerful 
aspiration immediately it is received in the hopper. 
The silos are generally prevented from discharging 
dust into the mill atmosphere by being located in 
a separate room or building. The wheat cleaning 
or smutting machines are efficiently aspirated and 
the wheat cleaning section of the mill is separated 
entirely from the milling section. The milling 
machinery itself, if at all modern in construction, 
does not allow dust to escape into the air. The 
packing room is large and airy and the greater part 
of the bagging is done by machinery, so that manual 
labour here is reduced to a minimum as there must 
always be some dust in this part of the mill. 
Finally attention is paid to the bag cleaning 
machine which is well aspirated and situated in a 
large airy room. These and similar measures are 
some of the precautions necessary if flour mills are 
to be kept reasonably free of dust. 


Examination of Employees. 


The employees selected for medical examination 
were those who worked inside the mills. Thus over 
forty of them were either millers, wheat cleaners or 
packers. The majority had worked for prolonged 
periods in mills, for example two had worked at 
this occupation each for over forty years, twelve 
had worked from twenty to forty years and twenty- 
six had worked from six to twenty years. Four of 
the men were sixty years of age or over, five were 
between fifty and sixty years, fifteen between forty 
and fifty years and nine between thirty-five and 
forty years. This long employment in mills does not 
appear to be incompatible with middle age or 
longevity. 

The incidence of sickness among the men exam- 
ined was very low. The total period during which 


they had worked amounted to seven hundred and 
fifty-eight years and the period of absence from 





tralia I carried out an investigation into the flour 
nilling industry from the point of view of health. 





work through sickness amounted to three years. 
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The occurrence of miners’ phthisis among workers 
in mines suggested the possibility of the occurrence 
of similar trouble in mill workers. None of the 
men had any sign of active tuberculosis on physical 
examination. No history of hemoptysis was ob- 
tained. Six of the men stated that they had suffered 
from pleurisy, three prior to and three subsequent 
to entering the mills, but in one of: these latter the 
disability was probably influenza, not pleurisy. In 
only one were there any abnormal physical signs, 
namely some dulness at one lung base due prob- 
ably to a thickened pleura. Apart from this no 
physical signs suggesting present or past tuber- 
culosis were discovered. It would therefore appear 
that this trade does not predispose to tuberculosis. 

It was thought that hay fever and asthma might 
be prevalent among mill workers. None of them, 
however, had suffered from hay fever and only one 
miller who had worked for forty years in mills, some 
of them “terribly dirty,” had suffered from acute 
attacks of asthma. It is probably quite impossible 
for people who are sensitive to wheat dust, to work 
inside flour mills. As soon as they enter a mill they 
get acute hay fever or asthma and have therefore 
to give up the occupation at once. 

The is undoubtedly in mill workers a tendency 
to catarrh of the upper air passages. Thirty of the 
men examined complained of some cough or hack- 
ing in the throat with slight increase in sputum. 
This disability seerhed to have no effect on the 
general health. Eight of the men complained of 
occasional wheezing or tightness in the chest, but 
two had suffered from wheezing or bronchitis before 
entering the mills. In only one were there any 
rhonchi on physical examination. Five of the eight 
men had been in mills from twenty-three to forty 
years and had worked in earlier times in very dirty 
mills. It is probable, therefore, that there is a ten- 
dency to the occurrence of chronic bronchitis in 
dirty mills. In clean modern mills it is likely that 
this tendency has been largely eliminated. There 
was little to suggest the occurrence of fibrosis or 
emphysema of the lung. The wind of the men was 
stated to be good or fair in forty-three cases and 


to be short after exertion in seven, while there was, 


practically no evidence of fibrosis or emphysema 
on physical examination. 

Some of the men complained of slight irritation 
of the eyes, but no sign of conjunctival inflammation 
was noticed in any of them. Two of the older men 
suffered: from arterio-sclerosis and albuminuria 
occurred in one man whose blood pressure was 
raised (210 millimetres of mercury, systolic and 105, 
diastolic) ; otherwise there were no abnormally 
-raised blood pressures. There is therefore no ten- 
dency to cardio-vascular or renal degeneration. 
None of the men had definite anemia or enlarged 
spleens and none had diabetes. One had exoph- 
thalmic goitre of a severe grade, but it is unlikely 
that this had been caused in any way by his 
occupation. 

Forty of the men examined would have passed 
as first class lives on the standard adopted for life 
assurance. Although the number of men examined 
was far too small to justify too definite conclusions, 





it would nevertheless appear that flour milling q 
carried out in clean modern mills is not injurions 
to health. There is no tendency to tuberculosis ua 
fibrosis and emphysema of the lungs, but every effort 
must be made to keep the mills atmosphere dug. 
free in order to prevent the occurrence of catarrh 
of the upper air passages and bronchial tubes, This 
is. iain out successfully in any clean, up-to-date 
mill. 


AN INVESTIGATION INTO THE FLOUR MILLING 
INDUSTRY IN VICTORIA. 


By WattTerR Summons, 0.B.E., M.D., D.P.H., 


Member of the Health Commission 
of Victoria. 


From February, 1920, I carried on at intervals 
for the next two years at the request of the Flow 
Mill Owners’ Association an inquiry into the 
healthiness or otherwise of the flour milling jn. 
dustry in Victoria. The publication of the results 
of the investigation has been delayed as there was 
a possibility of the question of hours of work of 
the employees being again a matter of dispute before 
the Federal Arbitration Court. Prior to February, 
1920, the work period had been forty-eight hours 
each week. The Court then reduced the hours to 
forty-four hours per week and will not again hear a 
dispute in which the length of the working week is 
in qnestion. Though the industry is not necessarily 
a continuous industry, there is in the large 
mills at all events a system of three working shifts. 
These shifts change weekly in regular sequence 
from morning to afternoon and to night shifts. 
As it is universally admitted, there is no need to 
enlarge on the unnaturalness of an individual 
changing his hours of work, sleep, meal times and 
habits weekly. Any variation, however, in the 
length of the working week will not obviate this 
continual change over and apparently the require 
ments of the industry demand more than one shift 
a day. 

The men employed in the mills claimed that it 
was a dusty occupation, that the dust produced 
catarrh, that the swallowing of uncooked flour was 
the cause of indigestion and that they lost weight. 
It is necessary to comment that the flour dust itself 
is a sterile organic dust with no physically irritat 
ing properties like silica dust or chemical irritating 
action like the dust or fumes of chemical works. 
That the wheat-is contaminated with earth dust is 
recognized later. 

The investigation consisted of observations made 
on the working conditions in the mills and secondly 
of medical examinations of the employees. 


Working Conditions in the Mills. 

Though there is no difference in the milling pro- 
cess in the country or the metropolitan mills, still 
it was deemed advisable that certain country mills 
should be seen, as it was claimed that the earth dust 
was more irritating from some localities than from 
others. No evidence was found to support this 
claim. 
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In all fifteen mills were examined, eight in the 
country and seven in the metropolis, most of these 
latter being visited three times. The machinery 
requires that the several stages of milling be done 
one above the other, so that the mills all were of 
three or more stories, each of which was abundantly 
provided with windows on all sides. The ventila- 
tion was adequate. When a mill is enlarged it is 
done by the addition of a separate and almost 
complete unit and not by the enlarging of existing 
machinery. All the mills with one small exception 
were up to date, with the workings completely 
enclosed and fitted with automatic exhaust pumps 
and with appliances for dust collecting. The im- 
pression created on going over the mill is the 
remarkable freedom from dust. Thus when men are 
proceeding about the mill, they are not exposed 
to dust. When they engage in some of the particu- 
lar forms of work, they may temporarily be exposed 
to dust, as for example when a “choke” occurs. 
The efficient ventilation and mechanical appliances 
appear to have improved infinitely the working 
conditions. 

The nature of the work varies in different parts 
of the mill and whilst in the smaller mills a man 
may have several duties, in the larger mills the men 
are more or less employed only on one particular 
class of work. The occupation cannot, therefore, be 
treated as a whole, but special mention must be 
made of several groups of employees. The hand 
cleaning of the silks has largely been done away 
with. Bag cleaning is now done in an enclosed 
space to which is affixed an exhaust fan. The filling of 
the flour bags is done with dust-proof machines and 
by screw feeders so that dumping is unnecessary. The 
men on the smutters or dust collectors are those 
most exposed to dust and certain of these suffered 
from catarrh of the upper respiratory passages. 
These smutter men are exposed to the soil dust that 
escapes from the wheat cleaning machines. The 
men who open the bags and empty the wheat into 
hoppers, are also exposed to the dust of the silicates 
from the dry earth, but this work is done always in 
the open air. These men and the store hands who 
move the bags of wheat or flour, have a no less 
healthy occupation than the average road labourer 
or farm worker. 


In the older books on industrial hygiene it was | 


recognized that there was a danger to health from 
flour milling because of the constant cloud of dust. 
Millers’ asthma was a term used and the industry 
was regarded as predisposing to tuberculosis. From 
my personal observation of the working conditions 
where modern machinery is installed, it can be con- 
fidently stated that there is no justified claim to 
ill-health through the nature of the work. 


Examination of the Employees. 


As complete a medical examination as possible 
was made at the mills during the hours of work. A 
physical examination was done, pulse and respira- 
tory rates taken, heights and weights measured and 
an inquiry into the medical history was made in 
every instance. As the details are of but little 
medical interest, the results only are set out and 
as concisely as possible. 








The examinations totalled one hundred and 
seventy-two, but as fifteen men were examined twice 
the number of individuals was one hundred and 
fifty-seven. Of these one hundred and nineteen 
were employed in the mills and thirty-eight in the 
stores. 

The ages of the employees were as follows: 
Thirteen men were under twenty years of age, forty- 
six were between twenty and thirty, forty-six be- 
tween thirty and forty, twenty-nine between forty 
and fifty, eighteen between fifty and sixty and six 
were over sixty years of age. 

The length of time for which the men had been 
employed, was as follows: Nine men had been em- 
ployed for under one year, forty-one for periods 
between one and five years, thirty-seven between 
five and ten years, thirty-one between ten and 
twenty years, fourteen between twenty and thirty 
years, seventeen between thirty and forty years and 
five for over forty years. 

The physical defects, many of which were of a 
trifling nature and none such as to prevent the man 
working, were: 

(a) Of a respiratory nature, 16; cause definitely 
not due to the industry, 10; causation indefinite, 6 
(two of these were millers, two were packers, one 
was a topman and one a bag cleaner). 


(b) Of a digestive nature, 15; cause definitely 
not due to the industry, 9; causation indefinite, 6 
(three were storemen, two were packers and one a 
topman). 

(c) Other disabilities of various sorts, 8 (these 
were: Insomnia 3, headaches and deafness 2, para- 
lysis 1, hernia 1, skin abscesses 1). 


The defects put down as the result of indefinite 
causation—as for example catarrhal pharyngitis, 
hyperchlorhydria—were such that they might have 
resulted from the occupation or from a number of 
causes quite apart from the occupation. 


The claim that the employees lost weight was 
investigated as fully as possible. It was discovered 
that when compared with the tables issued by the 
Australian Mutual Provident Society the weights 
for heights of the men at the milling were less than 
those on the standard scale. The explanation prob- 
ably is two-fold. Firstly, milling attracts men of 
light physique and secondly the Australian Mutual 
Provident Society tables are based on figures mostly 
representing the weights of business men and of 
others following sedentary occupations and only to 
a lesser extent do they include the weights of indus- 
trial workers. No cause for the lightness of the 
weights could be found in the occupation and no 
evidence of loss of weight while milling was secured. 


Conclusion. 


My conclusions were that wheaten flour milling as 
carried on in Victoria with the aid of modern 
machinery has extremely little occupational hazard. 
The findings are mainly negative, but seeing that 
the investigation took a considerable time, it seems 
wise to place the results on record, more especially 
as industrial hygiene is engaging greater attention 
than formerly. 
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CANCER AND ACQUIRED RESISTANCE TO 
TUBERCULOSIS. 


By Tuomas Cuerry, M.D., M.S. (Melbourne), 
Melbourne. 


PRELIMINABY REPport. 


A suGGESTIVE feature in recent reports on public 
health from many parts of the world is the steady 
decline in the number of deaths from tuberculosis 
and the equally steady advance of cancer. In the 
first English records more than eighty years ago this 
compensating movement was already apparent, but 
at that time cancer was quite unimportant as com- 
pared with phthisis. By 1855 the phthisis rate had 
fallen to 2,600 per million and the cancer rate had 
advanced to 320. The two rates are now about equal 
in England and Wales. The changes which have 
taken place in the past thirty years and the per- 
centage reduction and increase in the respective 
rates in each five year period are as shown in 
Table I. 


TaRLE I.—MortTarity RATES PER MILLION Livine. 


Percentage 
Increase. 


Percentage Cancer. 


Periods. Phthisis. Reduction. 





1871-1875 
1876-1880 
1881-1885 
1886-1890 
1891-1895 
1896-1900 
1901-1905 | 
1906-1910 | 
1911-1915 | 


2,217 
2,038 
1,830 
1,635 
1,461 
1,323 
1,218 
1,106 
1,046 


| 445 
| 494 
| 548 
| 632 
| 712 
| 800 
867 

939 
1,054 
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The fact that the one disease appears to a large 
extent to be taking the place of the other may be a 


chance coincidence and these figures cannot be | 


applied to the problem without further analysis. 
Not only do the two diseases affect different periods 
of life, but in England the history of the rise of 
cancer and the decline of phthisis is different in the 
two sexes. While it is possible that occupation may 
have as great influence in the one case as in the 


other, this is at the present time little more than | 


a surmise. 

Perhaps the most important material bearing 
upon this question is the Supplementary Reports 
of the Registrar-General for the years 1891, 1901 
and 1911. These contain an analysis of the deaths 
of all males over the age of fifteen which were regis- 
tered in the three consecutive years of each census 
period. Each report contains about half a million 


deaths classified by occupation, age and causes of | 


death. Table V. gives the “comparative mortality 


figures,” or in other words the relative expectation 


of life for most occupations (Report, 1911, page 29) 
After deducting deaths by accident I selected occy. 


_ pations with approximately 200,000 deaths, halt 


those with the best and half with the worst expecta: 


- tion of life. These may be arranged as in Table TI, 


When the cancer rate is expressed as a percentage 
on the total number of deaths in each case it falls 
somewhat more heavily on the “best” lives. But 
cancer attains its greatest frequency about the age 
of sixty-five and a much larger proportion of the 
“best” lives reaches that age. If we express the 
rate for the age period sixty-five as the percentage 
on all the deaths after sixty-five, the rate is lower 
for the “best” lives. Throughout this investigation 
the cancer rate is calculated for any given age 
period as a percentage on all the deaths from the 
beginning of that age period to the end of life, that 
is on the number exposed to the risk. In this way 
the following results are obtained: 


TasBLe III.—AcrE INCIDENCE oF CANCER ON 200,000 Deatug 
in 1911. 


Age Periods. 


Classification. | 
55-64 | 65 to 


5-34 | 25-44 | 45.54 


“Best lives” .. 
“Worst lives’. . 





| 
3.9 | 
5.2 | 
| 





The large number of deaths from cancer in men 
following occupations corresponding to those repre- 
sented by these “best” lives has probably created 
an impression that cancer selects those in easy cir. 
cumstances and passes by the poorer and the 
working classes. But this table, comprising nearly 
half the deaths of men in England during three 
years, proves that this is not the case. Cancer 
selects the survivors of the occupations which have 
involved a hard struggle for existence. The “worst” 
lives are more heavily hit at every age period. 

In order to test whether these results applied 
generally, I turned to Social Class I. of this Report. 
This is described as “upper and middle classes” 
and comprises after deducting accidents 45,557 
deaths over the age of twenty-five. Of these 45.3% 
were over the age of sixty-five. Corresponding 
figures from the coal-miners are 20,992 deaths of 
which 38.8% were over the age of sixty-five. The 
expectation of life was therefore much better in 
Social Class I., but on analysing the two groups of 
deaths the results are quite the opposite from those 
of Table III. 

Thus in the last two age periods which are all- 
important in regard to cancer, the coal-miners were 
much better off than the upper and middle classes, 


TABLE II. 











Total Deaths 
Over 15 Years. 
| 


Classification. 


Total Deaths 
from Cancer. 


Cancer Under | Deaths at 65 Cancer at 65 
65 Years, | and Over. and Over. 





“Best lives” .. 98,413 
“Worst lives’ ’.. 100,011 


9,745 =9.90% | 
9,366 = 9.35% | 


| 
| | 
5,011 
5,897 


52,366 
35,323 
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quste 1V.—CANCER INCIDENCE By AGE, COAL MINERS AND 
Socra,t Crass I., 1911. 


ae 


Age Periods. 




















Classification. ioc ai acd Ee 
25-34 | 35-44 | 45-54 | 55-64 | 65 to 
an Pen ieee) iil end. 
Coal Miners .. 0.26 | 0.92 | 2.6 | 4.4 | 6.6 
Social Class I. 0.23 | 0.75 2.6 5.0 {11.1 








ee 


whereas from Table I. we should have expected the 
opposite to be the case. Amongst the differences in 
the causes of death in these two classes of men is 
the fact that Social Class I. has about 15% more 
deaths from phthisis than the miners at all ages 
and that when the two age periods 25-35 and 35-45 
are taken as the basis of comparison, this excess 
amounts to more than 25%. I found that the per- 
centage of phthisis on these two age periods formed 
the best available index for the incidence of this 
disease at all age periods and on this basis fifty- 
eight thousand deaths were compiled from occupa- 
tions in which the index was less than 3.10 and 
more than 8.50 respectively. 

Deaths by accident, all deaths under twenty-five 
and occupations in which the total deaths were less 
than one thousand were omitted from the lists. 


TaBLE V.—AGE INCIDENCE OF CANCER IN RELATION TO 
Puruisis, 1911. 





Age Periods. 





Classification. 











| 
25-34 paee | 45-54 | 55-64 | 65 to 
ja ; _|_end. _ 
58,866 Lowest Phthisis} 0.12 | 0.42 | 1.38 | 3.47 | 9.23 
56,716 Highest Phthisis| 0.30 | 1.00 | 3.25 | 5.60 | 9.86 








It will be seen that in all the age periods except 
the last the incidence in the low phthisis group is 
only about half of that in the high phthisis group. 
But in contrast to this striking correlation of the 
two diseases we find that amongst the occupations 
included in both lists there were some, such as 
solicitors and barristers, which had a low phthisis 
and high cancer rate, and conversely tool makers 
and others which had high phthisis rates asso- 
ciated with low cancer. On attempting to chart 
the occupations on the basis of cancer and phthisis 
for 1911 the results were not satisfactory. 


It then struck me that we were comparing unlike * 


things; that resistance to tuberculosis is probably 
established or lost fairly early in adult life and 
therefore the proper method was to compare the 
incidence of cancer with the incidence of tuber- 
culosis in the same occupation twenty-five or thirty 
years earlier. Unfortunately the details in the 
earlier census reports do not include the ages as 
well as the causes of death and that for 1891 is 
the earliest available material. 

From the report for 1891 I arranged according 
to their phthisis index the occupations that could 
be traced forward to 1911. This index was taken 
from the two age periods, 25-35 and 35-45. The 








cancer index is the sum of. the four cancer per- 
centages from 25-35 to 55-65. As before occupations 
with less than a thousand deaths, deaths under 
twenty-five and accidents were omitted. The num- 
ber of deaths available for analysis is about 320,000. 

The drift of the two diseases may be seen from 
the following groups of occupations. 

















Tasie VI. 

S[ Number of | Phthisis Index. | Cancer Index. 
&. Deaths. | 
,} 1891. 1911. 1891. 1911. 
A 45,712 3.87 2.37 3.66 5.01 
B 52,835 6.47 4.59 4.82 T.27 
C 66,676 9.83 7.01 4.51 | 8.18 
D 74,736 12.68 7.92 6.18 9.92 
E 26,018 19.20 12.13 6.76 12.95 

Tota! 265,977 = t: 

















These groups comprise the following occupations: 


Group A. 
- 1. Farmers. 4, Wheelwrights. 
2. Clergy. 5. Coal merchants and 
retailers. 
3. Farm workmen. 6. Sawyers. 
Group B. 
7. Brickmakers, 12. Blacksmiths. 
8. Gardeners. 13. Greengrocers. 
9. Coal-miners. 14, Innkeepers. 
10. Railway plate-layers. 15. Bargemen. 
11. Fishermen. 
Grovur C. 
16. Labourers (other than farm labourers). 
Grovur D. 
17. Railway officers and 22. Watchmen and messen- 
clerks. gers. 
18. Railway drivers and 23. Engineers and _ boiler- 
stokers. makers. 
19, Railway porters, guards 24. Iron trades. 
and signalmen. 25. Painters and plumbers. 
20. Coach and ’bus drivers 26. Printers. 
and grooms. 27. Dyers. 
21. Draymen and carters. 28. Butchers. 
29. Gasworkers. 
Group E. 
30. Hotel employees. 34. Wharf labourers. 
31. Musicians and theatre 35. Coal-heavers. 
employees. 36. Brass-workers. 
32. Commercial travellers. 37. Paperhangers. 
33. Commercial clerks. 38. Brewers. 


The incidence of cancer by age periods in these 
groups is set out in Table VII. 

From this analysis of more than 82% of the 
deaths available for this investigation the following 
results appear. 

(i.) When the groups are arranged on the basis 
of the phthisis percentage in 1891, the incidence of 
cancer in 1911 formed nearly a complete sequence 
for every age period. 

(ii.) With few exceptions cancer in the occupations 
with both high phthisis and high cancer in 1891 
increased at a much faster rate between these dates 
than in those with the lowest phthisis rate in 1891. 

(iii.) The incidence of cancer at all age periods in 
1911 was always light or heavy in accordance with 
the phthisis incidence on the same group. 
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TABLE VII.— AGE INCIDENCE oF CANCER, 1891 ANpD 1911. 
ese | 


Classification. j : 
| 25-84 | 5-44 
| 
' 


Age Periods. 


65 to 
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45-54 55-64 
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(1911) 0.11 .40 .21 
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. {1891} 0.23 | 0.66 | 2.02 
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(iv.) During these twenty years there was -no in- | 
stance of an occupation which showed reduction in | 


phthisis without showing increase in cancer. 


This series of correlations may be due to chance, | 
for as the one disease is declining and the other | 


increasing, it is possible though not very probable 


that every occupation should be normal in both | iwiT mee ; 
| comes less as the angle becomes less. When the 


respects. If there is a causal relationship, the cause 
must come out of phthisis and act upon cancer, for 
the one occurs early and other late in life. The 
probability of cause and effect grows with each 
successive step, as we establish the following 
propositions : 

1. A similar relationship of decline and increase 
cannot be demonstrated between cancer and any 
other disease or group of diseases. 

2. The correlation of phthisis and cancer is found 
not only in the groups, but in each of the thirty- 
eight occupations which constitute the groups. 
Most of the occupations with less than one thousand 
deaths also fall in line. The few exceptions to this 
rule will be noticed subsequently. 

3. There is a recognizable element of proportion 
in the correlation. In a broad way we can say: 
“A large increase in cancer means a _ large 
reduction in phthisis; little phthisis in 1891 
and little cancer in 1911.” I have not yet 
been able to define this element of proportion. 
From the report the course of the two diseases 
can be compared in a number of allied occupations. 
In such a group many variable factors are greatly 
simplified, such as the type of man, the question of 
inherited tendencies, the conditions of life and food 
supply and of wages. 


cashire with those in Yorkshire. 
4. The same element of proportion is seen in the 


graph (see page ***) in which cancer in 1911 is | 
plotted against phthisis in 1891. Ninety-five per 
centum of all the deaths are included in the occupa- | 


tions which fall within the area bounded by the 
lines which diverge at an angle of 12°. It is possible 
that this angle would be less if the phthisis index 


could be built up from percentages of age periods | 
- occurred in the five year period 1881-6. This period 


earlier than 25-35. The probability of chance be- 





Such factors are more in- | 
volved when we compare coal-miners with another | 
social class than when we compare miners in Lan- | 
| to the cancer base line than in 1911. If we could 
| make a similar graph for earlier periods the dots 


TasLe VIII.—PurHisis AND CANCER IN ALLIED Occupations 


Phthisis Cane 
Occupation. Index Index 
1891. 1911, 





TEXTILE MANUFACTURERS— 
Silk Se ee 
Hosiery 
Wool... 

Cotton .. 
Dyers 
Iron TRADES— 
Blacksmiths 
Shipbuilders 54 
Iron manufacturers. . 
Wagon works 
Brass works 
BuILDING TRADES— 
Sawyers ; 
Carpenters oe te 
Bricklayers ee eee 
Plasterers and paper-hangers .. 
Slaters, tilers op hs 
CoaL-MINERS— 
Staffordshire 
Lancashire 
Wales Se ete eee 
Durham, Northumberland : 
Derby and Nottinghamshire. . 


Yorkshire .. ... 158 


same occupations are plotted against phthisis in 
1911, the angle is 25°. 

5. By means of the percentage of cancer on the 
three youngest age periods it is possible to foretell 
what the incidence will be in later life. The same 
factor decides the incidence in all the age periods 
from twenty-five onwards. This rule is, I think, 
invariable and if established it almost precludes the 
possibility of chance. Take, for instance, the actual 
number of deaths from cancer in two occupations 
about equal in size in 1911, gardeners and clerks 
(commercial, law, bank and insurance), 


TABLE IX, 


GARDENERS. | CLERKS, 


Deaths 
from 


Age Period. 
Cancer. 


Quota. 
Cancer. 





35-44 ..| 9,541 45 8,830 102 
45-54 ..| 8,951 162 7,184 271 
324 5,265 | 353 
639 3,155 | 363 
6. A time element is found in the coordination 
of phthisis and cancer. An inspection of the graph 
shows that in 1891 all the occupations were nearer 


55-65 * 7,993 


| 
| 

25-34 ..| 9,975 | 9 10,455 44 
| 
| 
65 toend..| 6,236 | 
| 








would be still nearer this base line. In 1861 the 
cancer rate in men was 220 as against 900 in 1911. 
Cancer had not yet made any very great progress 
in England and hence the factor which has deter- 
mined the present rate of increase, has apparently 
been in operation for about sixty-five years. 

7. In men an increase in the cancer rate of 17.5% 
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was also marked by the first decided reduction in 
the phthisis rates for men between the ages of forty- 
five and sixty-five. 

When the three census periods are compared, it 
is found that the reduction of phthisis and the in- 
crease of cancer has taken place by two methods. | 
Some occupations have changed in both respects at 
a nearly uniform rate, so that in a graph the three 
points are joined by a straight line. In others a 
reat reduction in tuberculosis in the first ten years 
is followed by a sharp rise in cancer in the second, 
so that the position for 1901 is the point of an | 
obtuse angle. It is noteworthy that in very few | 
cases is this a right angle and in only two cases has 
there been an increase of phthisis between 1901 and 
1911, so that the angle becomes less than a right 
angle. In no case whatever did a reduction in 


2 4 6 8 10 12 





Pew Inoex ‘ done | | 
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| | H 


inven Tame eee rt hee | 


| | | | 


| 
| j | | , 


On examining the graph it will be found that the 
three railway occupations, Nos. 17, 18, 19, differ 
from the others in showing much less increase in 
cancer than would be expected from their position 
in relation to phthisis. In the three census periods 
they have each shown an extraordinary number of 
deaths from phthisis in the age-period 25-35 as com- 
pared with the following periods. This has raised 
the phthisis index so that their position in the graph 
is abnormal in being much too far to the right. I 
presume the remarkably small amount of phthisis 
in the age periods 35 to 44 and 45 to 54, is due to 
the railway companies rigidly weeding out their 
sickly employees. 

A small number of occupations, including about 
twelve thousand deaths, have been rejected for a 
variety of reasons. Of these the most important is 
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GRAPH.—RELATIVE POSITIONS OF OCCUPATIONS, 1911. 


@= Occupations with more than 4,000 deaths; 


phthisis take place between 1891 and 1911 without 
an increase in cancer. 

In the following group I presume that the reduc- 
tion in phthisis has been a process which has 
occupied a longer time than usual. A great reduc- 
tion in tuberculosis and a considerable increase in 
cancer had taken place by 1911, but I anticipate 
that the sharp rise in cancer will be disclosed by 
the census of 1921. 


Group F.—34,707 deaths—1891: Phthisis index, 1,274; 
cancer index, 490. 1911: Phthisis index, 780; cancer index, 
775. : 


Watchmakers and jewellers. Potters. 


Tool makers and cutlers. Bakers. 
Cabinet makers. Teachers. 
Cotton weavers. Tailors. 
General store keepers. Drapers. 


Private servants. 


Booksellers. 


x = corresponding positions in 1891. The numbers refer to the groups of occupations. 








@ =occupations with less than 4,000 deaths; 


the change of occupation which often occurs in a 
man’s life time. Thus law clerks have a very high 
index for both diseases, while solicitors and bar- 
risters are high in cancer and low in phthisis. Many 
of the men who died in the senior branch of the legal 
profession, began life as clerks. In the same way 
many of the physicians who died in 1891, started as 
apothecaries. So also successful costermongers be- 
come store keepers and successful brick layers and 
carpenters become builders. 

In this investigation the deaths in each occupa- 
tion have been treated as a self contained unit of 
the population which died out completely in the 
three years of the census period. No attempt has 
been made to connect them with the living members 
of the same occupations who filled in census papers. 
This method has given a high degree of uniformity 
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to the results set out in this paper. 


| 


For the last | 


age period, 65 to end, the deaths from any given dis- | 
ease are expressed as a percentage of all the deaths | 


after sixty-five. 


For the next preceding age period | 


a quota is found by adding togther all the deaths | 


of the last two age periods. 
then calculated on all the deaths which occurred 
after fifty-five and so on for the earlier age periods. 
As an example we may say from Table VII. that 
4.88% of labourers over the age of fifty-five died 
of cancer before they reached the age of sixty-five. 
The drawback of this method is the fact that in any 
year in which the mortality was excessive, as for 
example from influenza, all the percentages from 
cancer are too low, because the total number of 
deaths is excessive and the deaths from cancer are 
not perceptibly affected by influenza; on the other 
hand the deaths from phthisis are greatly increased 
by influenza and this percentage is higher than nor- 
mal. This objection does not, however, apply to 
the comparison of occupations with one another at 
each census period, because they all have been in the 
same relation to any such disturbing factor. The 
Registrar-General’s reports include deaths from 
fifteen and upwards in each occupation, but the 
number of deaths in the age period 15-25 is so vari- 
able in proportion to the total deaths in many of the 
occupations that I decided to begin with the age of 
twenty-five. 

T have given the data for phthisis throughout 
this paper, because other forms of tuberculosis are 
not set out in reports earlier than that for 1911; 
but in any case phthisis covers about four-fifths 
of the deaths and it is also the most important 
source of infection, so that it is possible that 
cancer rises and falls in relation to phthisis rather 
than to tuberculosis in general. 

The statistical treatment of cancer is not a simple 
matter and it becomes more complicated when we 


TABLE 


Occupation. 


The percentages are | 


aim at exhibiting its relationship to phthisis in the 
same analysis of the deaths. Nearly the whole 
cancer mortality in males falls after the age of 
thirty-five, while half the deaths from tuberculosis 
occur before that age. Those occupations in which 
a high proportion of the deaths are at sixty-five 


| and upwards, are treated unfairly when the cancer 





rate is calculated on “all ages” or even on the 
total deaths in adult life. The importance of 
separating the age periods may be illustrated by 
comparing the deaths of gardeners and commercial 
clerks when calculated by different methods (see 
Table X.). 

When the facts are presented in this form, it 
appears that the gardeners have much the higher 
cancer rate, the difference in the proportions of those 
who die over the age of sixty-five, completely masks 
the true state of the case. The larger number of 
deaths at the lower rate more than balances the 
smaller number at the higher rate. When the rates 
are calculated on the numbers of persons who reach 
any given age, that is on what may be called the 
“survivors” beyond that age, the results are very 
different. Building up the quota for each period in 
the way already described the same facts appear in 
Table XI. 

There is little doubt that this picture presents 
the true view of the progress of the two life his- 
tories, the incidence of both diseases being much 
heavier on the clerks at every age period. The 
percentage on each quota is the actual incidence of 
each disease on all the men who reached a given age 


The question then arises as to the best way of 
forming an index to represent the incidence for 
all the age periods. The report for 1911 contain: 
standardized rates for each occupation for four ten 
year periods and the sum of these rates is taken 
as the index for a given disease. Following this 


xX. 


DEATH RATE. 


DEATHS. 


Phthisis. Phthisis. 


Cancer. Cancer. 
| 








9,975 
7,939 


Gardeners... .. 
Commercial Clerks 


Occupation. Quota. 


6.09 


11.79 | Rg 


8.26 


1,179 609 
861 1,590 


TABLE XI. 


CANCER. PHTHISIS. 


Deaths. Rate. Deaths. 











9,975 
9,541 
8,951 
7,993 
6,236 


Gardeners 


7,939 
6,585 
5,231 
3,778 
2,214 


Commercial Clerks 
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recedent I decided to close the index at sixty-five, 
put no difference in the conclusions drawn from this 
analysis would be made by including the last period. 
In the graph the angle would have been 14°, instead 
of 12°, in order to include 95% of the 266,000 


deaths. 

The selection of the index for phthisis is a more 
dificult matter. For reasons which I hope to con- 
sider in another paper, there are objections to the 
inclusion of the later age periods as representing 
the true incidence of phthisis at any time prior to 
about 1900. The two age periods 25-85 and 35-45 
appeared to be the best for my purpose, but it is 
quite possible that this index will require to be 
modified in the light of future experience. 


The foregoing results appear to be conclusive 
against the theory that cancer is simply one of the 
degenerations of old age and that the present in- 
crease is due to the higher percentage of people 
that now reaches old age. By the methods I have 
adopted, it is easy to calculate the percentage that 
reached sixty-five in relation to the number that 
entered any given occupation at twenty-five. If the 
occupations are grouped on this basis it is found 
that in most cases the higher the percentage that 
reaches sixty-five, the lower is the cancer incidence 
at all age periods. Thus, in 1911 66.8% of the 
deaths in Group A. were over the age of sixty-five. 
while this percentage in Group E. was 25.4. But 
the cancer rate for Group E. was higher than that 
for Group A. at every age period, whereas if cancer 
depended chiefly on old age, the opposite should be 
the case. Again, if old age was the dominant factor 
we should expect the cancer rate to increase steadily 
up to the end of life, as is seen in the deaths from 
cerebral haemorrhage, but this is not the case. 


TaRLE XII.—PERCENTAGE OF CANCER AND APoPLEXY IN MEN. 


AGE PERIODS. 





Cause of Death. ! 
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! 
| 
| | 
| | 55-64 | 65-74 75 toend. 
Cancer .. {| 1911 i rn (in! a Se 
Videoz | 60" | 825 | 7-8 
| | | 
Cerebral Heemor- | 19h | Qe | Gee | 82 
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There is perhaps an analogy between the two dis- 
eases in this respect. Apoplexy in early life may 
usually be explained by the presence of a predit- 
posing factor which either raises blood pressure or 
weakens the wall of the vessel. Apoplexy late in 
life seems to have been common from the earliest 
times. Cancer at all ages over thirty-five has in- 
creased so much during the past forty years that 
the disease has become a new problem in all civilized 
countries. This fact alone makes it probable that 
the old causes which produced a small number of 
eases in the past, are now at work on a type of 
population that has been specially prepared for the 
disease. 

The history of tuberculosis in England seems to 
have been marked by a great and very rapid increase 





of the disease in the early part of last century. In 
earlier times the population was mainly rural and 
the conditions were similar to those existing 
amongst agricultural labourers fifty years ago. The 
growth of the factory system with child labour, long 
hours and bad hygienic conditions was mainly 
responsible for the great epidemic of tuberculosis 
which has lasted about a hundred and fifty years. 
As early as the year 1840 there are references to the 
appalling incidence of phthisis in such occupations 
as brass and steel polishing, cutlers, weavers and 
coal heavers. It is said that the “dry grinders” 
amongst the Sheffield cutlers all died before they 
reached the age of thirty-two. In some localities 
hardly a family could be found which was not 
affected with the “strumous disposition.” After 
allowing for some exaggeration in such generaliza- 
tions, there can be little doubt that the high figures 
of all the early annual reports are fully justified. 
With the great improvement in food supply and 
the slower amelioration of the other conditions 
recovery from a definite attack of phthisis would 
become more common. In some cases a high degree 
of immunity might be developed without the occur- 
rence of a recognized attack of phthisis. Let us 
suppose that frequent contact with tubercle bacilli 
developes powers of resistance in the individual 
perhaps on lines similar to what is known to be the 
case in diphtheria and other diseases. If this 
resistance includes a quickening of the readiness to 
proliferation of cells in response to a special form 
of stimulus, most of the facts discussed in this 
paper at once fall into line. The proliferation is 
seen in the typical epithelioid cells of the miliary 
tuberculosis. 

The development of powers of resistance to tuber- 
culosis in people who did not succumb to that dis- 
ease, might thus form a predisposing cause of cancer 
in later life. The greater the percentage of phthisis 
in any occupation, the greater the chance of any 
given individual either dying of the disease or else 
developing powers of resistance to it. A century 
ago the unfavourable surroundings usually turned © 
the scale against the patient. 

If phthisis acts as a predisposing cause of cancer, 
I think it will be possible to a great extent to ex- 
plain the difference in the history and incidence of 
cancer in women as compared with men. There 
are differences in the cancer rates in different 
countries which may also be cleared up. 


Further light on the relationship of cancer and 
tuberculosis may be obtained by reports on the 
family history of cancer patients. About fifteen 
years ago Williams, of the Cancer Hospital, London, 
expressed the view that when several members of a 
family had died of phthisis, the survivors were very 
apt to develope cancer. So far as I know no 
material exists at present for following up this line 
of inquiry. 

Post mortem reports on cases of cancer should 
include a careful search for the signs of obsolete 
tuberculosis. Here again there are a few casual 


references to the association of the two conditions, 
but these do not cover a sufficient number of cases 
to be of much value. 
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The facts I have brought forward, may suggest | 
lines along which a clinical test for early cancer | 


may be worked out. 
Finally, it should be possible to determine by 


experiment whether heightened resistance to tuber- | 
culosis has any effect upon the fate of transplanted | each individual offender. 


cancer cells and upon the readiness with which 
irritation cancers can be produced. 

Under any circumstances cancer work is a slow 
and expensive process, but here is at least one 


a 


to account for the anti-social tendencies of the crimina) 
Lombroso’s physical theory and Goring’s theory of the 
born criminal are subjected to careful inquiry by the 


| author and found unsatisfactory. Crime is really a bio. 
| social problem—it cannot be accounted for by theories— 


its only sure study is by the clinical examination of 


The author ingeniously classifies the legion number 
of crimes into four great groups: Crimes of acquisitive. 


, hess, crimes of violence, crimes against morals and other 


| crimes. 


definite problem the solution of which should be | 


attempted without delay. 
The conclusions suggested by this statistical 
inquiry can be affirmed or refuted by experiment. 


-_ 
— 





Reports of Cases. 


PROGRESSIVE MUSCULAR ATROPHY. 


By Ernest CHENOWETH, M.D. (Melbourne), 
Medical Superintendent, Mackay District Hospital, 
Queensland. 


P.M., a male patient, aged sixty-three years, was first 
seen by me early in July, 1924. He complained of weak- 
ness of the left arm and twitchings in the muscles in 
various parts of the body. 

About six weeks previously he first noticed a weakness 
of the fingers of the left hand. Some six hours later 
he became delirious, calling loudly for help and 
experiencing severe precordial pains. This acute stage 
lasted a few hours and he then noticed a constant twitching 
of the muscles of the chest. He became very weak and 
was confined to bed for a fortnight. 

During the first day after onset the twitchings extended 
to the left superior extremity, the right superior extremity 
becoming involved one week later. Twitchings appeared 
in the inferior extremities just prior to examination. 

There had never been any pain except in the left arm 
following moderate exertion. The appetite had been good 
throughout, although he had lost 6.35 kilograms (one 
stone) in weight in the six weeks. His general nutrition 
appeared good. 

On examination the remarkable fibrillary muscular 
twitching was most obvious and ,apparently affected the 
whole of the muscles both of the trunk and the limbs. 
This quivering myokymia was more evident in the pec- 
torales and the muscles of the arms, but was also very 
definite in other muscle groups even to the interossei 
muscles of the hands and feet. 

There was considerable wasting of the muscles of the 
left shoulder girdle and left superior extremity, the thenar, 
hypothenar, interosseous and lumbrical groups. being 
specially involved. Both knee jerks and ankle jerks were 
definitely exaggerated. 

Apart from the above findings no other departure from 
the normal was elicited or detected. 

On seeing the patient a month later his condition was 
much the same, although the weakness in the left superior 
extremity was more extensive. 

My purpose is reporting this case is to draw attention 
to the unusually extensive distribution of the typical 
myokymia and the acute infective nature of the onset. 


_ 


Reviews. 


CRIME AND INSANITY. 





Dr. W. C. Surzivan’: “Crime and Insanity” is a classical 
textbook of both the medical and legal aspects of the 
criminal insane.t Many theories have been formulated 





“Crime and Insanity,” by W. C. Sullivan, M.D.; 1924. 
London: Edward Arnold and Company; Demy 8vo., pp. 268. 
Price: 12s. 6d. net, 


As so many classifications of insanity have beep 
made, the author wisely adopts for purposes of description 
a broad basis. He takes well known clinical entities as 
general paralysis of the insane, alcoholic insanity, senile 


| mental disorders, epilepsy and the like and shows how 


these may give rise to crimes. Special attention is devoted 


| to the crimes liable to be committed by those suffering 
, from mental deficiency and moral imbecility. He classifies 
| the so-called ill-defined psychoses under three great 


| headings: 


Dementia precox, manic depressive insanity 


' and delusional insanity. A short description of each dis. 
| ease is given followed by an examination of the way in 


which that disease may lead to crime. His remarks are 


| profusely illustrated by detailed clinical accounts. of 


| patients under his care. 


He suggests that the character 


: of the crime committed depends on the mental condition 





of the patient. The general paralytic in the prime of his 
manhood is euphoric and commits crimes of acquisitive. 
ness; the alcoholic is depressed by the diseased condition 
of his bodily organs and commits crimes of violence, of 
murder. 

Crime presupposes punishment. How “must this 
punishment be modified or abolished by any morbid 
mental condition present in the offender?” Criminal 
responsibility, he suggests, is purely a legal matter. “The 
law can impute full responsibility to all offenders, 
whether they be sane or insane.” The attitude of English 
law towards the insane criminal is traced. In 1743 Hale 
fixed that persons with a mental age of fourteen or under 
are not responsible in the eyes of the law. In 1848 the 
famous McNaughten rules were formulated and both these 
laws form today the basis of all English law in regard 
to the responsibility of the criminal insane. The 
McNaughten rules are analysed and found “unsound in 
principle and faulty and confusing in form.” Here is the 
seat of “the heated and at times acrimonious controversy 
between the medical and legal views” of this matter. 
The whole law dealing with the responsibility of the 
criminally insane must be radically changed. The view 
“that a man is sufficiently punished by his madness” should 
be adopted, whilst the duty of the alienist is not to fix 
the responsibility of the accused, but to say that he is or 
is not suffering from some form of mental disorder. 


The book is boldly, dogmatically written. It furnishes 
much food for thought and although the author’s views 
will lead to much controversy, he is to be thanked for 
thus so clearly setting forth both the legal and medical 
aspects of the criminal insane. 





DERMATOLOGY. 


Dg. FREDERICK GARDINER’s book entitled “Handbook of 
Skin Diseases” is an extremely handy little book for the 
busy practitioner who has not the time to devote to the 
perusal of large works on dermatology, but wishes to 
determine rapidly the diagnosis and treatment of a 
patient’s condition., The book is the general outcome 
of lectures given to students and the author deals more 
or less fully with the commoner diseases encountered in 
general practice. The lines of treatment laid down are 
sound and well up to date. Many useful prescriptions are 
given. The book is well illustrated, it contains forty- 
six illustrations and twelve coloured plates. The print 
is good and clear and the book will certainly fill the 
purpose for which it was written. 





1“Handbook of Skin Diseases,” by Frederick Gardiner, M.D., 
.C.S.E., F.R.S.E.; Second Edition; 
Livingstone; Crown 8vo., pp. 248, 


; inburgh 
the text and 12 coloured plates. Price: 


with 46 illustrations in 
10s. 6d. net. 
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Public bealth Efficiency. 





On April 29, 1922, we published an account by 
Dr. Franklyn Royer of the work which had been 
undertaken at Halifax and Dartmouth by the | 
Massachusetts-Halifax Health Commission subse-_ 
quent to the devastating explosion of December, | 
1917, in Halifax Harbour. Twelve months later | 
Dr. Royer was good enough to send us a progress | 
report of the work and last week we published a | 
third article by him giving further details of the | 
results which have been achieved. The record is one 
of considerable importance and many lessons may 
be learned from it, lessons which are not only 
applicable to public health conditions generally, but 
may be of assistance in the elucidation of problems 
encountered in the Commonwealth of Australia. 

The work of the Massachusetts-Halifax Health 
Commission was rendered possible by the generosity 
of the people of Massachusetts. A large sum of 
money was subscribed for early relief work and 
when the Dominion Government took over the 
organization of relief a sum of approximately a 
quarter of a million dollars was found not to be 
needed for the purpose for which it had been sub- 





scribed. The determination of how this money was 
to be spent was left in the hands of Dr. Victor G. 
Heiser, Director of the East for the International 
Health Board of the Rockefeller Foundation. He 
recommended that the money should be utilized in 
an endeavour to improve health conditions in Hali 
fax and Dartmouth. The scheme elaborated by him 
necessitated the appointment of an executive officer 
and public health nurses, a public health educa- 
tional campaign, the treatment and supervision of 
milk and water supplies and modern sanitation. 
The undertaking was thoroughly well organized 
and coordinated by a central body consisting of 


nine commissioners and an executive staff. 


success should crown the efforts of the Commission. 
The work was waiting to be done and it is probably 
correct to state that never before in the history of 
hygiene had a competent body of men, free from 
the red tape of official half-heartedness, 
entrusted with sufficient money to pursue their 
ideals. Medical men in charge of health depart- 
ments are usually compelled to curtail their efforts 


been 


by the financial stringency placed on them by short- 
sighted politicians. Health reforms are not imme- 
diately productive of tangible results and are thus 
regarded as of secondary importance. Dr. Royer 
shows that the results of the health programme 
undertaken by the Massachusetts-Halifax Commis- 
If three hundred and 
sixty-five lives can be saved annually in a population 
of seventy thousand persons, the application of 
similar intensive measures in a continent like Aus- 
tralia would in a decade effect a saving to the 
Commonwealth of upwards of a quarter of a million 
people. That there was an outbreak of infantile 
diarrhea in 1923 in Halifax which to some extent 
spoiled the record for that period, merely goes to 
prove his case. Dr. Royer states that apparently 
no official investigation was undertaken to deter- 
mine the cause of the outbreak. He points out that 
infantile diarrhea is a preventible disease and that 
the outbreak was probably due to the failure of 
some of the official agencies to carry out efficient 
That regression should occur 


sion have been remarkable. 


preventive measures. 
in the absence of adequate control is but to be 
expected. 

For the successful realization of any scheme of 
health control several things are necessary. The 
desiderata may be summed up in a few words. They 
include knowledge, vision, ingenuity, courage and 
energy, not only on the part of the heads of depart- 
ments, but also of the rank and file and of the 
laity who guard the purse strings. It is true that 
many of the forms of activity used at Halifax and 
Dartmouth are employed in the several States of 
the Commonwealth. While we must be thankful 
for such satisfactory measures as are in use, it must 


| be admitted that in the first place lack of uniform 


Its | 


activities were far-reaching and embraced almost | 
It is not surprising that | 


every branch of hygiene. 





control and in the second place divergence of 
methods are obstacles which must be removed before 


satisfactory progress can be made. It is not 
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intended in this place to enter into a discussion on 
the coordination of the health services of the Com- 
monwealth, on the necessity for unity of control or 
even to discuss the question of uniformity of method 
in the present disjointed state of health adminstra- 
tion. Much could be written on the value of the 
public health teaching that was carried into the 
homes of the people by the officers of the Massa- 
chusetts-Halifax Commission and on the education 
of children in the principles of hygiene. That must 
be dealt with on another occasion. Our object is 
to reiterate Dr. Royer’s conclusion that however 
well satisfied a community, however bound down 
by tradition and however slow it may be to make 
a change, sickness rate and death rate may by 
intensive public health education work be 
brought to a very low level. “Public health is pur- 
chasable and within certain limits each community 
may determine its own death rate.” 


_ 


Current Comment. 





THE SURGICAL TREATMENT OF DISEASES OF 
THE STOMACH. 


Tue treatment of such conditions as ulcer of the 
stomach may be undertaken from one of two points 
of view. Medical treatment is based on the inter- 
pretation of the bio-chemical processes concerned in 
digestion. Surgical treatment is concerned mainly 
with the physical aspect. Bolton’s researches 
showed that for the production of gastric ulceration 
it was necessary to have damage to the mucous 
membrane and a certain excess of free acid in the 
gastric contents. The damage to the gastric mucosa 
is the result of the action of the proteolytic enzyme 
on the cells of the mucosa and this has been rendered 
possible by the disturbance of the hormonic action 
of the various glands. The disordered action of 
the latter is probably occasioned by local stasis 
in the mucosa. The object to be attained by medical 
treatment consists in the reduction of the pro- 
teolytic action by rest to the affected area and the 
use of certain alkaline drugs. In surgical treatment 
either the lesion is entirely removed or the mutila- 
tion is not so extensive and a short-circuiting 
method is adopted. It will be admitted at once 
that excision of the ulcer does not remove the cause 


that has operated in its production, and hence is | : +t he 2 ena ; : 
no guarantee that fresh ulcers will not form. At | he is a whole-hearted believer in the physiological 


the same time it eliminates a possible site for the 
subsequent occurrence of malignant disease. 

The surgical treatment of disease of the stomach 
was the subject of an address delivered by Mr. 
James Sherren’ before the Surgical Section of the 





1The Lancet, March 8, 1924. 





Royal Academy of Medicine in Ireland. Mr 
Sherren began with a statement which is important 
enough in itself, but which made by him before such 
an audience assumes an added significance. He 
said that surgery of chronic ulcer of the stomach 


| was in a transitional state and it was necessary to 
| resort still to operative measures which were either 


mutilating, physiologically unsound or both. Sur. 
gery would remain in this condition until a more 
exact knowledge of the cause of the disease was 
obtained. It. was a reproach that lesions which 
should be capabie of curative treatment by simple 
means, were allowed to progress until direct inter. 
ference with the stomach was required to restore 
the patient to health. At the same time he did not 
regard the results of surgical treatment as unsatis- 
factory. On the contrary he claimed that they were 
excellent and.in chronic ulcer far exceeded those 
obtained by any form of medical treatment. 

Mr. Sherren naturally looks at the subject from 
a surgeon’s point of view and the statements which 
he makes are full of interest. He holds that many 
abdominal emergencies are preventible. Only six 
among two hundred and eighteen patients treated 
at the London Hospital-for duodenal ulcer gave no 
history of previous indigestion. Similar figures 
were obtained in regard to perforated gastric ulcer 
and hemorrhage due to chronic ulcer. Mr. Sher. 
ren’s definition of a chronic ulcer is one that can be 
seen, felt and demonstrated to others. He also 
regards a patient as cured when he has been entirely 
free from symptoms for a period of two years after 
operation. Up to January 1, 1924, he had treated 
by operation seven hundred and sixty-eight patients . 
with chronic duodenal ulcer. Included in this 
number were seventy-eight operated on for hemor. 
rhage. Fifteen in the whole series died and five 
of this number had been operated on for hemor- 
rhage. Five hundred operated on before January, 
1922, were traced and four hundred and sixty-three 
had remained perfectly well. Prior to January, 
1924, six hundred patients with chronic gastric 
ulcer had been submitted to operation. Twenty- 
eight of them:had died. Of those operated on prior 
to January, 1922, four hundred and three were 
traced and of this number three hundred and eleven 
had remained perfectly well. Of the nine hundred 
and three who were traced for more than two years 
after operation, seven hundred and seventy-four had 
remained well and twenty-nine had become affected 
by secondary ulceration. Mr. Sherren does not give 
much detail of the methods used by him and so does 
not state whether his treatment is confined to sur- 
gical interference or whether he also, as so many 
surgeons rightly do, uses medical treatment as 
well. It is very likely, however, that he does do so, 
for in discussing secondary ulceration he states that 


or, as he prefers to call it, the chemical action of 
gastro-enterostomy 4s opposed to the purely 
mechanical. 

Mr. Sherren discusses acute ulcers of the 
stomach. Acute ulcers are often small. They 
cannot be seen on external examination of the 
stomach and often not when the mucous membrane 
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is inspected during life, but he has not failed to find 
uiceration in the stomach of a patient who has died 
from hematemesis with this type of symptoms. Mr. 
Sherren has operated on sixty-three patients for 
hematemesis presumably due to acute ulceration. 
Three of the patients died. In every instance the 
stomach had been inspected and explored at the 
operation and nothitig found and in all acute ulcers 
were demonstrated post mortem. He is very definite 
in the statement that patients with acute ulceration 
and heniateniesis should not be operated on. The 
aciite uleer cannot be dealt with directly, gastro- 
jejunostomy cannot check the bleeding and adds 
enormously to the mortality. When the bleeding 
has ceased, a diagnosis should be made and if the 
condition is regarded as one of acute ulceration, 
careful search should be made for septic foci in the 
mouth, nose, ears and so forth and these should be 
treated. If no exciting cause is discovered, the 
question of abdominal operation should be con- 
sidered. Mr. Sherren is of opinion that this is the 
safest procedure and is calculated to prevent the 
formation of further acute ulcers. Among the 
sixty-three patients explored were twenty-nine in 
whom disease of the appendix was present. In 
twenty-seven no further hemorrhage took place. 

A type of ulcer to which Mr. Sherren draws 
attention, is the recurrent acute ulcer. It is seen 
most frequently in women suffering from gastric 
ptosis and is associated with hematemesis. In dis- 
cussing the relationship between acute ulcer, 
relapsing ulcer and solitary chronic ulcer which is 
so common in men, Mr. Sherren points out that the 
acidity of the gastric contents is greater in men 
than in women. In women the lower gastric acidity 
allows healing of the ulcer and the scar tissue so 
formed gives rise to hour-glass contraction. In true 
chronic ulcer healing does not take place between 
attacks. This is evidenced by the occurrence of 
acute perforation or hemorrhage when the patient 
is apparently well. Hour-glass contraction of the 
stomach is known to be more common in women 
than in men. Mr. Sherren has operated on one 
hundred and nineteen patients with hour-glass con- 
traction. Twelve of these were men. In only four 
was carcinoma found and these patients were 
women. 

In discussing secondary ulceration Mr. Sherren 
points out that damage to the mucous membrane 
of the jejunum may be brought about by infection 
not treated at the time of operation, by the use of 
unabsorbable suture material or by bruising from 
clamps. He holds that if the operation permanently 
abolishes free hydrochloric acid in the gastric juice, 
chronic ulceration does not occur. He also regards 
increased gastric acidity as the most important 
factor in the development of secondary ulcers and 
maintains that a large opening removed from the 
pylorus produces the greatest lowering of gastric 
acidity. 

Mr. Sherren’s contribution is interesting. His 
figures are arresting. He writes as a surgical en- 
thusiast who recognizes the limitations of his art, 
and above all he lays emphasis on the important 
question of prevention, 





VENOUS PRESSURE. 





ALTHOUGH a wide clinical experience and a dis- 
cerning mind are the most important requisites for 
accurate diagnosis and the successful treatment of 
disease, laboratory aids and clinical instruments of 
precision are indispensable to the modern physician. 
Estimation of the venous pressure is a matter that 
has not received adequate attention. 

In 1915 Clark investigated the question of venous 
pressure in relation to cardiac decompensation. As 
a result of the examination of fourteen patients he 
came to the conclusion that the readings were of 
importance from the prognostic point of view. The 
subject has been recently investigated by Dr. J. A. 
E. Eyster and Dr. W. S. Middleton? In the first 
place they endeavoured to determine the normal 
venous pressure in man. They used the instrument 
described by Hooker and Eyster and used a box 
covered with rubber dam and applied to the skin 
by the aid of glycerine. They refer to the findings 
of Hooker and Eyster that a diurnal variation 
exists, the pressure tending to rise during the day 
and reaching its lowest level before the individual 
under observation gets out of bed in the morning. 
The range of pressures was large. 

Drs. Eyster and Middleton estimated the venous 
pressure of twenty-three normal persons at rest in 
bed. In no instance did they obtain a reading 
higher than eleven centimetres of water. The low- 
est individual reading was two centimetres. They 
state that the reading obtained is quite independent 
of age, but that older persons after ordinary exer- 
tion and in the erect or sitting posture may have a 
relatively high pressure. They next investigated 
the variations of venous pressure in cardiac decom- 
pensation. They claim that their findings have 
substantiated the conclusions of Hooker and Eyster 
and of Clark that the peripheral venous pressure 
rises to an abnormal level in cardiac decompensa- 
tion, that the degree of rise is approximately pro- 
portionate to the degree of clinical heart failure and 
that such determinations are of value in prognosis 
and treatment. They also confirmed the statement 
of Clark, that the output of urine in relation to the 
fluid intake varies approximately in an inverse 
ratio to the venous pressure. If venous pressure 
determinations are made often enough, it is usually 
found that an alteration in pressure precedes the 
change in urinary output. They investigated the 
relationship between venous pressure and cardiac 
size with the aid of radioscopy. They found that as 
the decompensated heart regained compensation, 
there was a tendency towards reduction in its size. 
This reduction was approximately parallel to the 
falling venous pressure. They also made 
venous pressure observations on eight patients 
suffering from lobar pneumonia. In two patients 
periods of cardiac failure were associated with 
abnormally high venous pressure. They hold that 
routine determinations of venous pressure in both 
cardiac decompensation and pneumonia offer most 
valuable aid in following the course of the condition 
and as a guide to rational therapy. 


1 Arohives of Internal Medicine, August 15, 1924. 
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Gbstracts from Current 
Wedical Literature. 


PADIATRICS. 


Sequelz of Epidemic Encephalitis. 


R. L. J. KENNEDY (American Journal 
of Diseases of Children, August, 1924) 
discusses the prognosis of the sequele 
of epidemic encephalitis in children. 
From 1913 to 1924 fifty-nine children 
were under observation suffering from 
sequele of this disease. Twenty of 
the children presented the respiratory 
syndrome. During or some time after 
the acute illness the patient begins 
to breathe abnormally. Usually the 
respirations consist of a period of 
hyperpnea lasting for a few seconds 
or a minute. This is followed by a 
period of apnea or perhaps more 
properly breath-holding. The hyper- 
pneea may be quiet, but is usually of 
a noisy, puffing character. Most of 
the children displayed various forms 
of hyper-activity during the attacks. 
This hyper-activity varied from slight 
twitching of the fingers to definite 
changes of posture and action. The 
disturbances do not occur during 
sleep. The author gives the history 
of several of these children. The con- 
dition does not seem to be so hopeless 
as some of the other sequele, as there 
is no apparent deteriorating effect. 
The severity of the respiratory syn- 
drome is apparently limited and does 
not progress beyond a certain degree. 
Having reached this, it tends to re- 
main stationary or to improve. There 
were twenty-one instances of the 
Parkinsonian syndrome. The outlook 
in this condition is bad. Beginning 
insidiously with tremor, awkwardness, 
mask-like expression or one of the 
other features of the disease, it pro- 
gresses until fully developed. In 
spite of the physical impairment and 
slow reaction time, it has been noted 
that there is very little effect on the 
mentality. There is little or no hope 
of recovery to anything approaching 
a normal condition, although the im- 
mediate danger to life is not great. 
One of the most troublesome and most 
common of the sequele is the dis- 
turbance of sleep and the heightened 
psycho-motor activity which accom- 
panies it. The hours of sleep are 
often reversed. There were nineteen 
patients in this series who mani- 
fested this condition. The inversion 
of the time of sleep, a decrease of the 
total sleeping time and the nocturnal 
activity are the chief features. In 
the children with sleep disturbance 
and without other symptoms improve- 
ment has been of a general nature, so 
that of all groups these children seem 
to have the least permanent impair- 
ment. Very few patients who recover 
from an acute attack of epidemic 
encephalitis, fail to show some effects 
of the illness for a long time. Change 
in personality and behaviour may be 
considerable. There is no evidence 
to show that these patients are men- 
tally retarded or deficient. They are 
moral rather than mental imbeciles. 





Of the twenty-six children in this 
series who manifested this syndrome, 
the mentality of twenty was so im- 
paired that they made little or no 
progress and some of them became 
worse. The remaining six were 
children attending school and making 
moderate progress. Besides the syn- 
dromes discussed other manifestations 
were displayed by a group of six chil- 
dren who suffered from the acute ill- 
ness before the age of four years. In 
these the sequele were most severe. 
One child was well. Five were men- 
tally deficient. One was deaf, dumb 
and blind. The disease fortunately 
affected the younger children in only 
a small number of instances, but in 
this series the effects in all except one 
were severe and the prognosis was 
uniformly bad. 


Infantile Splenic Anzmia. 


G. W. St. C. Ramsay (The British 
Journal of Diseases of Children, 
January—March, 1924) discusses in- 
fantile splenic anemia with a view 
to determining whether it should be 
regarded as a disease sui generis or 
as a form of secondary anemia. He 
follows Poynton, Thursfield and Pater- 
son in summarizing the _ clinical 
features of this condition as follows: 
Infantile splenic anemia does not 
develope after the fourth year of life; 
anemia is present along with de- 
generate and embryonic red cells; 
myelocytes are present in the peri- 
pheral blood and the spleen is en- 
larged. The author emphasizes the 
importance of remembering that at 
this period of life the hemopoietic 
tissues present great differences from 
those observed in later life. The 
hemoglobin in normal children under 
four years of age is 70%. The aver- 
age total white cell count varies be- 
tween 15,000 at six months and 8,500 
at the third year. For the first 
eighteen months the average ratio of 
lymphocytes to polymorpho-nuclear 
leucocytes is two to one. The abso- 
lute number of lymphocytes from this 
time to the sixth year gradually falls, 
while the number of polymorpho- 
nuclear cells remains very constant. 
By the third year the numbers of 
lymphocytes and polymorpho-nuclear 
cells are approximately equal. On 
analysing one hundred and twenty 
eases of anemia in children under 
four years of age, twenty-seven were 
found to be characterized by all the 
features which are considered essen- 
tial to justify a diagnosis of infantile 
splenic anemia. Amongst these were 
instances of tuberculosis, pneumonia, 
syphilis and other infections. In 
twenty-two of these patients rickets 
was present. In twelve instances the 
blood picture was complete except for 
the presence of myelocytes. The 
spleen was enlarged in all. Syphilis 
was present in three of these and lead 
poisoning in one. Rickets was absent 
in only three. The author has ob- 
served that myelocytes may be pre- 
sent in small numbers at one exam- 
ination and not found even after pro- 
longed search at another. In a third 
group the blood picture was complete, 
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but there was no enlargement of the 
spleen. He suggests that the sequence 
of events is as follows: Simple 
anemia, anemia plus myelocytes, ep. 
larged spleen plus anemia ang 
anemia plus myelocytes plus el- 
larged spleen. His conclusion is that 
infantile splenic anemia is not a dis. 
ease sui generis, but a form of simple 
secondary anemia. 


Congenital Obstruction of the 
Duodenum. 


A. B. MArran, TURQUETY np J, 
Desray (Le Nourrisson, March, 1994) 
report a case of congenital obstruction 
of the duodenum, due to the presence 
of a tumour which on microscopical 
examination proved to be an adenoma, 
At birth the infant appeared healthy 
and weighed 2,600 grammes. It took 
the breast rapidly, but vomiting he. 
gan immediately and continued with 
periods of amelioration and aggrava. 
tion. When seen by the authors at 
the age of four months it weighed 
2,750 grammes. Examination of the 
abdomen revealed permanent balloon. 
ing of the epigastric region with 
gastric peristalsis. No pyloric tumour 
was felt. The vomiting was projec. 
tile, the vomited material contained 
bile and the constipation was intense. 
The infant had an umbilical hernia. 
There was a large ulcer in the region 
of the umbilicus and an infection of 
the surrounding skin was _ present. 
Radiographic examination revealed 
dilatation of the stomach and of the 
duodenum. The surgeon refused to 
operate on account of the condition of 
the skin. The infant died three days 
after admission. On opening the ab- 
domen at autopsy the stomach was 
seen to be greatly dilated; it com- 
municated with a second somewhat 
smaller pouch formed by the dilated 
portion of the duodenum. On palpat- 
ing the duodenum a distinct thickening 
of the posterior wall was felt just be- 
low the opening of the bile duct. This 
tumour almost entirely effaced the 
lumen of the intestine, so that a probe 
could scarcely be passed through. 


Congenital Syphilis. 

LEONARD FinpLAy (American Journal 
of Diseases of Children, August, 1924) 
discusses the incidence and treatment 
of congenital syphilis. He considers 
that the incidence of this disease has 
been grossly exaggerated in many 
quarters. Recent research has con- 
vinced him that in Glasgow something 
under 1% of the infant and child 
population is infected with the Spiro- 
cheta pallida. The most delicate and 
reliable test for determining the pre 
sence of congenital syphilis is a re 
action to the Wassermann test. How- 
ever a Wassermann reaction in the 
new born is no proof that the infant 
is syphilitic. The antibodies or what- 
ever calls forth the Wasermann re 
action may pass from the mother to 
the infant, but it is the spirochete 
which causes the disease. Unless 
spirochetes are present in the infant, 
the antibodies which emanated from 
the mother, will be gradually elim- 
inated and the child’s serum will fail 
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to react. The author’s experience 
Jeads him to the conclusion that neuro- 
syphilis is an evidence of the existence 
of an attentuated, rather than of a 
special neurotropic toxin. Treatment 
is divided into curative and prophylac- 
tic. The author regards the curative 
treatment as a failure. A cure is ob- 
tained in only a minority of instances. 
The prophylactic treatment is much 
more successful... Amongst fifty preg- 
nant syphilitic mothers who were treat- 
ed at the venereal diseases clinic, all 
except three had living and apparently 
non-syphilitic children. Anotner result 
of ante-natal treatment is that many 
of these women continue to give birth 
to healthy -non-syphilitic children with- 
out the institution of another course 
of treatment. The author concludes 
that the only hope for the eradication 
of congenital syphilis lies in 
prophylaxis. 





ORTHOPAIDIC SURGERY. 





Traumatic Dislocation of the Hip 
in Childhood. 


Cc. C. Cnoyce (The British Journal 
of Surgery, July, 1924) states that 
traumatic dislocation of the hip is a 
rare condition. It is of special in- 
terest because in several cases recently 
reported sequele have occurred many 
months after the primary accident. 
The author has collected records of 
fifty-nine instances of this condition 
and included in this number is one 
which came under his own notice. Of 
the fifty-nine affected patients forty- 
two were males and sixteen were fe- 
males. In one instance the sex of the 
patient was not stated. The ages of 
the patients ranged from_ eleven 
months to sixteen years and the aver- 
age was about seven and a half years. 
Forty of the dislocations were of the 
iliac or dorsal type, seven. of the ob- 
turator type, six of the sciatic and 
three of the suprapubic type. In three 
records the type of the dislocation was 
not stated. His own patient was a 
boy, aged six years, who fell while 
carrying a larger boy on his back. 
Reduction was easily carried out 
under light anesthesia. Manipulation 
under anesthesia was successful in 
reducing the dislocation in the in- 
stances collected in the literature when 
it was applied within fourteen days 
of the date of the accident. The in- 
terval’ between the accident and re- 
duction in those patients whom it was 
necessary to submit to operation, 
varied from fourteen days to two and 
a half years. Various operative 
measures were adopted. The most 
satisfactory method of access con- 
sisted in the sub-periosteal detachment 
of muscles from the great trochanter 
or in detachment and _ subsequent 
fixation of the trochanter. In several 
instances of recent date sequele have 
been reported and the author thinks 
it probable that similar occurrences 
took place in those reported earlier. 
In a patient reported by Elmslie limp- 
ing began eleven months after reduc- 





tion and the condition progressed to. 


one of pseudo-coxalgia. In Rehbein’s 
patient definite signs of pseudo- 
coxalgia became apparent after a lapse 
of twelve months. Both these ob- 
servers suggested that the subsequent 
changes were due to tearing of the 
ligamentum teres and_ interference 
with the vessels running in it. These 
vessels take a more important share 
in the nourishment of the femoral 
head in childhood than later when 
the epiphyseal plate of cartilage be- 
tween the head and neck is less 
complete. : 


Surgical Treatment of Osteo-Arthritis 
of the Hip. 


C. Max Pace (The British Journal 
of Surgery, July, 1924) in the course 
of the Hunterian Lecture on the sur- 
gical treatment of  osteo-arthritis 
discusses the results he has obtained 
by operative treatment in this disease 
when it affected the hip joint. The 
author confines his remarks to the 
treatment of patients in whom the 
changes had progressed so far as to be 
beyond satisfactory relief by medical 
means. The primary indications for 
recourse to radical operation in an 
osteo-arthritic joint are two in num- 
ber, persistent pain and progressive 
deformity in relation to the joint 
affected. Operation should not be 
undertaken if there is evidence of the 
presence of a definite infection. The 
deformity in osteo-arthritis of the hip 
joint may be atrophic or hypertrophic. 
The atrophic form is most often seen 
in women and.young adults, the hyper- 
trophic form is commoner in middle- 
aged and elderly men. A _ chronic 
arthritis initiated by a definite bac- 
terial infection will manifest prac- 
tically the same X-ray appearances 
as the-atrophic type of osteo-arthritis. 
The choice of operation depends little 
on the anatomical condition or etio- 
logy, but is determined by the age and 
general condition of the patient. In 
the young and middle-aged an effort 
should be made not only to remove 
pain, but to provide a stable joint. 
This can best be done by producing 
bony ankylosis at the joint line. An 
arthrodesis can be produced with cer- 
tainty by a complete erasion of the 
joint followed by fixation in plaster of 
Paris. In feeble elderly patients an 
arthrodesis should not be attempted. 
For these patients the author has 
used erasion of the joint, but has made 
no attempt at subsequent fixation. In 
this way a painless fibrous ankylosis 
or pseudo-arthfosis is obtained in a 
relatively short time. The hip is 
stable, but there is a tendency to the 
development of an adduction de- 
formity. Adduction deformity is due 
to at least two causes. In the first 
place there is proportionate excessive 
wasting of the gluteal muscles which 
lie close to the joints. The adductors 
which -normally exert more control, 
are situated further from the articu- 
lation and do not suffer to the same 
extent. In the second place the ab- 
ducting power of the glutei and the 
tensor fascia femoris is reduced by 
the shortening of the neck of the 
femur. In order to overcome the 












adducting tendency attention should 
be paid to the preservation of the 
function of the glutei muscles and the 
tensor fasciv femoris and to the pre- 
servation of the neck of the femur at 
as full length as possible. The author 
refers to Whitman’s advocacy of the 
reimplantation of the bony insertion 
of the gluteus medius and the gluteus 
minimus into the shaft of the femur 
below the normal position of the great 
trochanter in order to correct the re- 
sult of the shortening of the neck of 
the femur. In describing the tech- 
nique of the operation on the hip joint 
the author states that he has used 
three methods of exposing the joint. 
The posterior incision necessitates 
splitting of the gluteus maximus 
muscle. The view is somewhat ob- 
secured by the pyriformis and the 
gemelli muscles. These may have to 
be divided. This incision does not 
give a good field of vision and the 
author after having employed it in 
five among thirty-five consecutive 
operations has abandoned it. The 
supero-external route necessitates divi- 
sion of the aponeurotic tendon of the 
gluteus maximus muscle and separa- 
tion of the great trochanter of the 
femur. This method gives good expo- 
sure. does not involve division of 
vessels of any size and is absolutely 
conservative in regard to muscle 
function. The author has employed 
it in twentv instances and considers 
it most satisfactory for use in old 
patients. The supero-anterior route 
necessitates the division of the gluteus 
medius and the tensor fascie femoris. 
The outer border of the ilio-femoral 
ligament is also divided. This incision 
gives the fullest exposure of the joint. 
Division of the ilio-femoral ligament 
is undesirable if a movable joint re- 
sults. The intact ligament is of some 
imvortanece in the maintenance of 
close bony contact of the raw sur- 
faces after operation. The author has 
used this method of approach in nine 
instances, he does not consider it as 
satisfactory as the _ supero-external 
route. He gives details of thirty-four 
onerations on the hip carried out by 
him. In twenty-eight the lesion occa- 
sioning operation was non-articular 
osteo-arthritis, in one it was poly- 
articular osteo-arthritis and in five 
traumatic osteo-arthritis. In twenty- 
nine instances he performed erasion 
of the joint. In twenty-three of these 
after treatment was directed to the 
production of bonv ankylosis and in 
six he sought to obtain fibrous union. 
He analyses tthe results obtained in 
twenty-four patients onerated on be- 
tween 1919 and 1922. Bony ankylosis 
was obtained in nine, fibrous union in 
ten and in five the presence of anky- 
losis was regarded as doubtful. The 
position of the limb was normal in 
three instances. adduction was present 
in nineteen and abduction in two. 
Pain in the hip was absent in nineteen 
and slight in five instances. The 
average functional shortening was 
3.75 centimetres (one and a half 
inches). The functional value was 
good in thirteen patients, fair in eight 
and poor in three, 
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British Medical Association Mews. 


MEDICO-POLITICAL. 


A MEETING OF THE SOUTH AUSTRALIAN BRANCH OF THE 
BRITISH MEDICAL ASSOCIATION was held at the Lister Hall, 
Hindmarsh Square, Adelaide, on August 25, 1924, Dr. F. 
STEELE Scott, the President, in the chair. 


National Insurance. 


After the Honorary SEcrETARY had read the resolution 
passed at the special general meeting held on May 1, 1924, 
on national insurance, the PRESIDENT outlined briefly the 
various points of the letter from the Federal Committee 
and explained some of them in detail. He said that the 
time was very opportune as the members of the medical 
profession were very much before the public eye and the 
public expected to be guided by advice from the pro- 
fession. He hoped that members would take the matter 
seriously. 

Dr. J. W. YEATMAN proposed: 

That this Branch expresses its willingness to act 
on the panel under the British Medical Association 
and the British Medical Association scheme provided 
that the six cardinal points be accepted and with a 
seventh point, namely that all unnecessary clerical 
work be eliminated. 

He said that in ordinary lodge work there was very 
little clerical work and he thought that there would be no 
need for more than that amount. If the rate was to be a 
per capita one, there would be no return and no question 
from the Government. In England every district except 
two was worked on a per capita rate and this was quite 
satisfactory. 

Dr. A. R. SourHwoop seconded the motion. He said that 
he had no objection to the per capita rate provided that 
the payment was adequate. He said that the present lodge 
rate was very satisfactory and worked well for both doctor 
and patient. The patient might go to several doctors and 
the doctor might be charged with making more visits 
than were necessary and the patient would not have to 
pay for them. 

Dr. F. S. Hone asked whether the scheme had been con- 
sidered by the Federal Committee. 

Dr. H. S. Newranp, C.B.E., D.S.O., 
affirmative. 


Dr. W. T. HAywarp, C.M.G., drew attention to the fact 
that according to this scheme more visits than necessary 
might be paid by the doctor and that the patients could 
consult numerous doctors for nothing. He suggested that 
something should be done to check this. 


Dr. NEWLAND Said that the letter from the Federal Com- 
mittee was only a suggestion. If a man who lived in Port 
Adelaide, became ill in Norwood, he would call in a Nor- 
wood doctor and the doctor would have to attend him. 
Such a provision did not exist in the English Act. 

Dr. Hone said that if a man’s name was not on a list 
and the man said that it was, the doctor would have to 
attend him. He also said that Dr. Southwood’s objection 
could be overcome by means of a prescription book. 

Dr. H. P. Browne. said that medical inspectors could 
check too frequent visiting as was done in England. 

Dr. Hone asked whether this scheme was the only 
thing that was being forwarded to the Government from 
the Federal Committee. The British Medical Association 
in Australia had promised the Government to assist it in 
the prevention of disease and in the letter under considera- 
tion no mention was made of prevention. 

Dr. NEWLAND said that the letter only referred to 
national insurance, the Ministry of Health was dealing 
with the preventive aspect. 

Numerous other members asked questions and discussed 
the letter. 

Dr. Hone moved as an amendment: 

That providing that it.is found necessary to have 
national insurance, this Branch agrees to the principles 
laid down in the letter and that they are preferable 
to per capita payment. 


replied in the 
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Dr. Hone also said that he would like some preventive 
clause put in as well. 

Dr. NEWLAND seconded the amendment. He said that 
the day of medical charity was disappearing. The hog. 
pitals would soon be no longer charitable institutions 
and under the national insurance scheme there would be 
no honorary medical officers. Dr. W. J. Mayo had lately 
said that the poor were well provided for and that the 
rich provided for themselves. The middle class could not 
afford to do so and so were very badly looked after. 

The amendment was then put to the meeting and carried, 





NOMINATIONS AND ELECTIONS. 


THE undermentioned have been nominated for election 
as members of the New South Wales Branch of the British 
Medical Association: 

Dorrie, ANDREW Avoysius, L.R.C.S., 1884 (Ireland), 
L.K.Q.C.P., 1885 (Ireland), F.R.C.S., 1899 (Ire. 
land), 201, Macquarie Street, Sydney. 

Harris Ricwarp Guy Septimus, M.B., Ch.M., 1923 
(Univ. Sydney), South Sydney Women’s Hospital, 
Newtown. 

Magee, LinpA, M.B., Ch.M., 1924 
Bishop’s Avenue, Randwick. 


(Univ. Sydney), 


— 
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Wevical Societies. 


THE MEDICAL SCIENCES CLUB OF SOUTH 
AUSTRALIA. 





A MEETING OF THE MEpDIcAL SCIENCES CLUB oF Soutnh 
AUSTRALIA was held at the University of Adelaide on 
August 1, 1924. 

Mosaic Disease of Plants. 


Attention was called by Proressor J. B. CLELAND to the 
review in the issue of Nature, of June 7, 1924, of a publica- 
tion in the Annals of the Missouri Botanical Garden, dealing 
with the virus of the mosaic diseases of plants. The 
authors, Duggar and Armstrong, had shown that the size 
of the particles necessary to produce infection of the 
tobacco with mosaic virus, was approximately that of the 
particles in a fresh 1% hemoglobin solution. From this 
they inferred that the particles were approximately 30 yu in 
diameter. Professor Cleland raised the question as to 
whether a particle of this size could be supposed to contain 
a sufficient number and variety of molecules to constitute 
a living organism. 

Proressor T. BraiLsrorp RoserRTson pointed out that 
Duggar and Armstrong relied upon filtration through 
ultra filters as the basis of their estimate of the size of 
the infective particles. This method of estimating the 
size of particles was open to criticism of two kinds. In 
the first place it could not be definitely established that 
filtrability was merely a question of size of the particle 
which pagsed through the filter. It might also involve 
its affinity with water or with the substance composing 
the filter itself. Thus a small particle with a large galaxy 
of associated water molecules might not be able to pass 
through the filter, while a larger particle not similarly 
associated with water might pass through the filter with 
comparative ease. In the second place, the particle might 
be deformed under pressure and temporarily elongated 
in an axis vertical to the pores of the filter, permitting 


| by this temporary deformation passage of a body initially 


| 


much larger than the openings in the filter. Even if they 
neglected these possibilities, however, and assumed that the 
results quoted did actually prove that the infective particle 


in the mosaic disease of tobacco was not more than 30 #y 


in its least diameter, this was about one hundred times 


| the diameter of a molecule of carbon dioxide according 


| to the estimations of Nernst. 


In estimating the molecular 


| volume of a protein they must necessarily make certain 


assumptions regarding the structure of the molecule, par- 


| ticularly in regard to the mode of union of the oxygen 
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atoms. Taking the estimation which would yield the least 
yolume and that which would yield the largest, the true 
yolume must lie somewhere between these measurements. 
In this way they might estimate that the volume of the 
casein molecule must be about five hundred and twenty- 
three times that of a molecule of carbon dioxide. The 
diameter of the molecule could, therefore, be about eight 
times the diameter of a molecule of carbon dioxide. The 
diameter of the infective particle in mosaic disease, there- 
fore, would be sufficient to permit about twelve molecules 
of casein to be assembled in a row, provided they were so 
closely compacted as to be in physical contact with one 
another. Recollecting that the results cited conveyed no 
information as to the magnitude of the longer diameter 
of the infective particle, it would be evident that there 
was room within a particle of the size mentioned for 
a very considerable number and variety of molecules, even 
of molecules as bulky as those of a protein. The possi- 
bility must always be admitted, however, that a self- 
perpetuating type of chemical compound might some day 
be found to exist and if such a chemical compound were 
found, he did not know of any way in which it could 
be properly distinguished from a living organism. They 
were accustomed to think of life as associated with certain 
structures, but that might not be essential and so far 
us he could see, the most essential feature of life was its 
capacity to propagate itself. A chemical compound having 
this capacity would already partake to this extent of the 
character of a living organism. The measurements of 
Duggar and Armstrong, however, did not yet establish 
this possibility. 
Reproduction of Infusoria. 


Professor Robertson also described experiments demon- 
strating the mutually accelerative effect of contiguous 
individuals upon the rate of reproduction of two species 
of Infusoria, namely Enchelys and Colpidium. It had been 
stated by Cutler and Crump that they had been unable 
to obtain any evidence of such mutual acceleration of 
development in cultures of Colpidium in synthetic medium. 
The experiments had now been repeated with both Enchelys 
and Colpidium in the synthetic medium employed by 
Cutler and Crump and allelo-catalytic effect had readily 
been observed. A further examination of Cutler and 
Crump’s technique showed that their failure to obtain 
the effect was due to the omission of the precaution of 
washing the organisms free from the old culture medium 
before isolating them. Since the old culture medium con- 
tained an accelerative agent derived from many thousands 
of divisions, the small amount associated with the 
isolated Infusoria would totally obscure the accelerative 
effect of the accelerative agent derived from one additional 
individual. 





THE MELBOURNE PAEDIATRIC SOCIETY. 





A MEETING OF THE MELBOURNE PZ:DIATRIC SOCIETY was 
held at the Children’s Hospital, Melbourne, on September 
10, 1924, Dr. W. DismorE Ursoun, O.B.E., the President, 
in the chair. 


Mental Disorders in Childhood. 


Dr. M. F. H. GAMBLE read a paper in which he dealt 
first with amentia. The subjects of amentia included 
idiots, imbeciles, mental defectives, morons and the feeble- 
minded. These terms indicated a condition of mental 
deficiency of varying degree due to arrest of development 
of the brain from disease of the child in utero or occa- 
sioned sometimes by cerebral injury or disease occurring 
at or soon after birth. The great majority of these con- 
ditions were congenital and they differed in degree and 
not in kind. The complete evolution of the brain and its 
functions might either be hindered, brought to an early 
standstill or never be developed at all. Consequently an 
innumerable variety of grades in the congenital mental 
defect was found. 

Clinically idiots might be divided into: (i.) Absolute 
idiots, those whom it was impossible to educate in the 
slightest manner, in whom the faculty of attention was 
absent; (ii.) those idiots whose attention was aroused 
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momentarily by loud sounds or bright lights and who 
were capable of a certain limited amount of articulation, 
but who were incapable of being taught in any way; 
(iii.) idiots whose attention could be obtained, but proved 
unstable. and who could only be taught to a limited 
extent, chiefly manual labour. 

The normal infant showed power of attention from the 
sixth week onwards in progressive degree, while the idiot 
and imbecile displayed absence or weakness of that 
faculty all their lives. 

The majority of idiots and imbeciles presented physical 
stigmata of degeneracy, though he (Dr. Gamble) would 
substitute the words congenital syphilis for the term 
degeneracy. 

The stigmata of degeneracy at present accepted were 
as follows: (i.) Anomalies in the shape of the skull with 
coincident anomalies in the shape of the brain;  (ii.) 
anomalies which showed a tendency on the part of the 
individual to revert to an ancestral type (atavism) ; 
(iii.) deformities which showed evidence of incomplete 
development. 

As to the etiology of amentia the Wassermann reactions 
and post mortem findings investigated by Dr. Lind at the 
Kew Asylum showed conclusively that congenital syphilis 
was by far the most frequent cause of the condition and 
of its congener dementia precox or delayed imbecility. 

Dr. Gamble also quoted statistics from various sources 
showing the close association between mental deficiency 
and congenital syphilis. Other factors said to have an 
influence in the production of mental deficiency were alco- 
holism in the parents, heredity, neuropathic parentage, 
epilepsy, ineffectual attempts at abortion and instrumental 
delivery. With regard to the influence of alcohol in 
amentia, Dr. Gamble quoted the data gathered by the 
National Eugenics Laboratory of the London University 
which were as follows: 

(i.) There is a higher death rate among the offspring 
of alcoholic parents than among the offspring of 
sober parents. 

(ii.) Owing to the greater fertility of alcoholic parents 
the net family of the sober is hardly larger than 
the net family of the alcoholic. 

(ii.) Parental alcoholism is not the source of mental 
defect in the offspring. 


He did not consider that pre-natal influence (maternal 
impressions) had any effect in causing amentia and when 
such an event happened, it could only be regarded as 
coincidental. Parental insanity, epilepsy and amentia all 
provided their quota of mental defectives. Inherited 
syphilis which had a strong tendency to attack the vas- 
cular system, might act in two ways, either through 
morbid intra-uterine changes or by causing meningeal and 
cerebral lesions during the first year of life. 

The principal earliest manifestations of amentia were: 
(i.) Difficulty in taking the breast or bottle, it seemed 
each time that the act was a new one for the infant; 
(ii.) violent, continued and unprovoked crying; (iii.) im- 
possibility of attracting the child’s attention or of its 
fixing its gaze; (iv.) lack of expression in the face. 

There were two classes of aments that were true to 
type, the cretin idiot and the Mongol idiot. 

Dr. Gamble then gave a detailed account of these condi- 
tions together with case history and post mortem findings 
in a typical one of each. 

It was impossible to draw a line of demarcation between 
the high grade idiot and the low grade imbecile as they 
merged into one anothter. The imbecile often manifested 
deficient moral tone. Imbecility was a congenital condi- 
tion. The ranks of criminality and prostitution were 
reinforced by these individuals. The moral code had no 
meaning for them and they allowed their passions un- 
restrained play. Unfortunately many of them were capable 
of procreation and when at large they often reproduced 
their like with rapidity, disastrous to the State. Imbeciles 
were all distinctly anti-social and must be treated as such 
by segregation in farm industrial colonies. High grade 
aments constituted the largest and from the social point 
of view the most important of all groups of imbecility. 
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belonged, as did the “pushes” infesting the suburbs of 
Melbourne. They were defective in judgement, their 
reasoning power was warped and their self-control was 
diminished. They might appear fluent in conversation and 
composed a moderately: good letter, but arithmetic and 
cognate subjects were stumbling blocks to them. 

Discussing the pathology of amentia, Dr. Gamble stated 
that the idiot had a brain so undeveloped and imperfect 
that the individual was incapable of any intelligence or 
response to his surroundings other than an instinctive 
and refiex response of little intensity. There had been a 
maldevelopment of the nerve elements. In other cases 
there was under-development of the brain. The structure 
showed an attempt at reversion to an ancestral type with 
simplicity of pattern in the convolutions and a deficiency 
in the structure or architecture of the cortical layers and 
of the association fibres. As a rule there was no active brain 
disease to be seen on post mortem examination of the 
idiot and. imbecile, but a widespread visceral fibrosis was 
the invariable finding and a similar morbid process had 
been operating on the brain leading to the mal- 
development of that organ. 

Proressor R. J. A. Berry said that he was in absolute 
agreement with Dr. Gamble and was most gratified to hear 
that the presentation of the subject from the clinical and 
pathological point of view was so closeiy in accord with 
the neurological basis of mental disorders. He described 
in detail the conception of the nervous system as being 
built up of a number of units or neurones, each neuronic 
arc consisting of a receptor and elector portion and tne 
various units being inter-related by means of what he 
preferred to call junctional nerve tissue. 

Professor Berry then explained a number of well known 
phenomena on the following basis: In the ease of noc- 
turnal emission in a healthy boy impulses were continually 
being generated from the gradually increasing and 
developing testis and conveyed to the receptor side of the 
are. Finally a stage was reached when they overflowed 
to the effector side and as a resuit of the stimulation the 
normal noctural emission occurred. Further, toothache, 
angina pectoris and Jacksonian epilepsy could be explained 
in a similar manner. He stated tnat all phenomena of 
disease were due to disturbances of the neuronic arc, the 
abnormal impulses gaining access at the neuro-synapses. 

Professor Berry next described the structure of the 
cerebral cortex which he pictured as being made up of 
three layers: (i.) Supra-granular layer which included 
the outer fibre lamina and outer cell lamina; (ii.) granular 
layer or middle cell lamina; (iii.) infra-granular layer 
which included the inner fibre lamina and inner cell 
lamina. The infra-granular layer was concerned with the 
animal instincts such as the welfare of the individual and 
propagation of the species. These impulses were more or 
less controlled by the supra-granular layer which was 
concerned with all the higher functions of the intellect. 
The supra-granular was the latest to be developed and 
the first to go ultimately. It did not develope in the 
ament who was therefore upvable to control the calls made 
on him from the infra-granular layer. 

Insanity could be described as an altered relationship 
to environment from an abnormal brain construction. 

Professor Berry concluded by explaining the method of 
examining these children clinically and described in detail 
the investigations necessary for determining the intelli- 
gence quotient of a patient. 

Dr. Joun K. Aprey spoke of the condition of juvenile 
general paralysis of the insane. It was a rare disease, 
but in his opinion the rarity was increased by the fact 
that it frequently remained undiagnosed even after death. 
It usually commenced between the ages of ten and fifteen 
years, but instances in children as young as five years 
had been reported. It occurred equally in both sexes 
in contrast to the adult type which was about ten times 
more frequent in males than in females. Sometimes it 
occurred in conjunction with congenital deficiency, but 
frequently the child had appeared to be normal up to 
the onset of the first symptoms, Occasionally epileptiform 
or apoplectiform seizes were the first signs of any disease. 

The physical signs included a response on the part of 
the blood and the cerebro-spinal fluid to the Wassermann 
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test. Speech was slurring and the patient was unable 
to pronounce difficult phrases such as “British Constity- 
tion” or “Fifth Field Artillery Brigade,” particularly jf 
these occurred towards the end of a sentence. Tremors of 
the face and tongue were present. Abnormalities of the 
pupils and eye reactions were found. The pupils were 
frequently irregular or eccentric and the reactions to light 
and accommodation were sluggish or absent. The pupils 
were often unequal and their inequality varied inde. 
pendently and sometimes from day to day. The knee jerks 
were sometimes exaggerated except in the tabo-paretic 
variety. Epileptiform or apoplectiform convulsions 
occurred. The symptoms were those of gradual deteriora- 
tion of the mental faculties. The child ceased to take 
interest in school lessons, games or playmates. Grandiose 
delusions were rarely exhibited. The prognosis was 
hopeless and death occurred in three to five years. 


Dr. H. Boyp GRAHAM concurred with the previous 
speakers and he strongly urged medical practitioners to 
take pains to make a careful diagnosis in these conditions, 
He had found it most satisfactory in general practice as 
it was of greatest assistance to the parents to have such 
children suitably placed according to the degree of mental 
deficiency. 

Dr. H. F. Maupsiey spoke from the psychological aspect 
of mental disorders, the theoretical considerations of which 
fitted in largely with the practical views. Its application 
was better seen in the higher grades of mental deficiency. 

In his schemata of mental evolution Treadgold showed 
how the higher psychological faculties of the mind were 
built up on instinctive impulses. These higher faculties 
were put into three main groups: Learning, wisdom and 
sentiments. In the higher grades of amentia the absence 
of any one of these factors might be noted, for example 
the child with absence of one particular sentiment such as 
moral feelings, but with every other faculty intact, might 
be extremely clever and intelligent and yet be a potential 
criminal. It was difficult to place such as this in terms 
of maldevelopment of the cortical supra-granular layer. 

Mental disorders arising from encephalitis lethargica 
were often characterized by a considerable degree of 
dementia with very little change in the supra-granular 
layer. In the Parkinsonian sequele of this disease there 
was in the early stage an apparent dementia which might 
go on to a true dementia often simulating to some extent 
dementia precox. The morbid anatomy of this condition 
had been shown to consist of degenerative vascular changes 
in the substantia nigra with its close connexions with 
the basal ganglia. 

Clinically there was an absence of automatic and expres- 
sional movements which gave the impression of a dull 
and stupid child, though on examination all faculties might 
be found to be intact. In the later stages a true state of 
feeble-mindedness might supervene and he suggested it 
might come about partly because of the incoordination be- 
tween the voluntary and the involuntary centres. 

With regard to epileptiform seizures in children he 
directed attention to a condition which had been described 
lately by Adie in London, a condition of frequent attacks 
simulating petit mal which Adie called pyknolepsy. The 
attacks at the time were indistinguishable from true petit 
mal except that the attacks never manifested any alteration 
from one another. There was no attendant mental defi- 
ciency and they disappeared completely at puberty. 

Dr. R. Evtery also. emphasized the incidence of con- 
genital syphilis in the mentally deficient children and 
quoted a series of two hundred of whom 30% yielded a 
Wassermann reaction. He stated that it was difficult to 
establish any relation between syphilis and Mongolism and 
drew attention to_the fact that the Mongolian idiot was 
often the last member of a large family. 

Dr. H. Dovucrias STEPHENS considered that the lack of 
interest in these children on the part of the profession was 
due to the lack of any encouraging results from treatment. 
He mentioned two patients. 

A female, aged six years, had for the previous ten months 
been having from ten to a hundred petit mal seizures per 
day and had recently taken to destroying the furniture 
and crockery in her home. 

A male, aged thirteen years, had at the age of five 
years a symmetrical hydrarthrosis of the knees and his 
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serum had yielded a Wassermann reaction. The child had 
nad a three months’ course of anti-syphilitic treatment and 
although the serum had failed to react to the Wassermann 
test, was a thief and an inveterate liar. 

What, he asked, could be done for children of this type? 

Dr. Stephens also considered that alcoholism in the 
parents was a greater factor than was generally appre- 
ciated. He regarded epilepsy as a frequent manifestation 
of the late results of syphilis. The mentality generally 
deteriorated with the number of seizures. In his opinion 
one-eighth of all patients became affected during infancy 
or in early childhood. Convulsions in young children 
always aroused suspicions. If they were not associated 
with fever and occurred at intervals without provocation 
they were almost certainly epileptic and of serious import. 
With regard to treatment, Dr. Stephens advocated the 
removal of septic teeth and tonsils. He mentioned several 
patients with petit mal who had improved immediately 
after removal of such septic foci. He had also seen a 
number of children whose seizures had ceased after the 
course of an acute infective disease such as diphtheria or 
erysipelas. 

Dr. R. R. STAweLy said that his experience of the post 
mortem findings in mentally deficient children was very 
similar to that of Dr. Lind at the Kew Cottage. The great 
majority of specimens exhibited a diffuse visceral fibrosis 
and the characteristic ‘felting’ of the meninges. He 
agreed with Dr. Stephens that the lack of interest was 
due to ineffectiveness of treatment. 

With regard to the higher aments who were not certi- 
fiable, Dr. Stawell considered it the duty of members of 
the profession to make themselves capable of giving sound 
advice in such conditions, particularly with respect to the 
investigation and disposal of the patients. In the interests 
of the community they should all be segregated. Dr. 
Stawell had also seen several patients with pyknolepsy 
practically cured after the course of an acute infection. 
He believed that protein shock therapeusis was helpful in 
some of these conditions, chiefly by reason of the febrile 
reaction. 

Dr. A. P. DerHAM who was absent through ill-health, 
forwarded a letter describing the results of the Wasser- 
man test and its relation to mental deficiency as 
investigated in a large number of children of the Ward 
of State class at the Neglected Children’s Depét at Royal 
Park. These showed that there were approximately three 
times as many syphilitics among the mentally defective 
as among the unclassified mass of children from which 
they were selected; that 50% of congenital syphilitics of 
the Ward of State class were mentally deficient and that 
60% of the mentally deficient were syphilitic, 

THE PRESIDENT, Dr. W. DisMoRE Upsoun, thanked the 
visitors for their most instructive presentation of the 
subject from its various aspects and the meeting closed. 


_— 


Correspondence. 


PERI-BRONCHIAL FIBROSIS. 








Sm: I had much pleasure in reading Dr. Hislop’s 
article on peri-bronchial fibrosis and the association of 
nasal infections and tuberculosis. I have for some years 
been trying to find a case of chronic bronchitis without 
chronic nasal infection as shows itself by a muco-purulent 
post-nasal drip and have not succeeded yet, except in such 
cases as are due to a direct local irritant. 

The lymphatic drainage from the nasal sinuses is to- 
wards the mediastinal glands. On these being involved, 
the infection spreads along the peri-bronchial lymphatics, 
resulting in hilus thickening and infected bronchi. 
Whether the infection is tuberculous or otherwise in such 
involvements, the point of entry must be either nose or 
mouth which can again be reduced to tonsillar or nasal, 
because incidental infections are not the cause of such 
conditions, as they must be essentially chronic to produce 
such lesions. 

Chronic nasal infections are far more common than 
is at present realized and should be looked for most 
carefully, as unless they are cleared up, there is no hope 
of giving your patient any permanent relief in such cases. 








How many of these cases of tubercular peri-bronchial 
fibrosis are purely and primarily due to the tubercle 
bacillus and how many are primarily due to nasal infection 
with tubercle grafted on top is hard to say, but there is 
no doubt that a primary nasal infection will pave the way 
for an ingrafting of tubercle bacilli in the infected media- 
stinal glands. A patient came to me a few days ago 
with goitre. She presented no focal infection what- 
ever, yet she was very ill and looked markedly toxic. 
She presented some contraction of the left chest, with a 
slight prolongation of expiration; nothing else. On 
screening her she showed some hilus thickening of that 
lung and as I could not get the slightest evidence or 
history of nasal infection, I had to consider it a case of 
hilus tuberculosis, the toxemia of which was causing some 
thyreoid enlargement and that the symptoms were due to 
her lung condition. The prognosis is distinctly bad in 
such cases. I am pleased that Dr. Hislop has made it 
clear that physical findings in such cases are so negligible, 
as unless one is on the look-out for such things, they are 
quite easily overlooked until cough and expectoration are 
pronounced. I have for long held that where there are 
signs of toxemia, if no infective focus can be found, the 
case must be tubercular or specific in the large majority 
of cases. The toxicity or otherwise of the symptoms in 
such cases is a good guide as to whether the condition is 
active or quiescent, for no information can be had from 
physical signs. 

Comparatively recently much work has been done at 
Broken Hill regarding miners’ phthisis and I would sug- 
gest that, in view of the hilus fibrosis which can result 
from chronic sinus infections alone, all men working 
below should be examined with to ascertaining if they have 
chronic nasal infection or not and if such is found, they 
be given a course of colloidal manganese injections which 
clears up about 90% of sinusitis cases as long as the antra 
are not involved. If this were done, the incidence of 
miners’ phthisis might be much reduced. 


Yours, etc., 
SypDNEY PERN, M.R.C.S., L.R.C.P. 
Undated. 





Maval and Military. 


APPOINTMENTS. 





THE undermentioned appointments, changes et cetera 
have been promulgated in the Commonwealth of Australia 
Gazette Nos. 62, 64 and 66 of August 28, September 11 and 
23, 1924. 


PERMANENT NAVAL FORCES OF THE COMMONWEALTH 
(Sra-Gorne Forces). 

Confirmation in Rank—SvurGEON LIEUTENANT (0n probation) 
JacK McKenzie Woops, M.B., Ch.M., is confirmed in 
the rank of Surgeon Lieutenant, with seniority in 
rank of 3rd August, 1923. 


AUSTRALIAN MImirary Forces. 
First Military District. 


Australian Army Medical Corps. 
To be Major—CapTain J. V. J. Dunia, 1st September, 1924. 


Second Military District. 
Australian Army Medical Corps. 
Caprain F. W. A. Ponsrorp is transferred to the Reserve of 
Officers, 1st August, 1924. 
To be Captain (provisionally) —PuHimie LAWRENCE KENNETH 
AppISON, 20th August, 1924. . 


Reserve of Officers. 

To be Captain—Honorary Cartan W. Fenwick, M.C., from 
the Australian Army Medical Corps Reserve, ist 
August, 1924. LieuTENANT-CoLoneL S. JAMIESON is 
placed on the Retired List, with permission to retain 
his rank and wear the prescribed uniform, 5th Sep- 
tember, 1924. 
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Australian Army Medical Corps Reserve. 

The second notification respecting the appointment as 
Honorary Caprain of Witmot Fenwick, M.C., which 
appeared in Executive Minute No. 193/1918, promul- 
gated in Commonwealth Gazette No. 36, dated 14th 
March, 1918, is cancelled. 

Third Military District. 
Australian Army Medical Corps. 

Carrain J. J. Ketiy is appointed from the Reserve of 
Officers, 15th July, 1924. Caprain J. C. M. Harper, 
M.C., is transferred to the Reserve of Officers, 14th 
July, 1924, 

Australian Army Medical Corps Reserve. 

Honoragy Masor A. W. Marwoop is placed on the Retired 
List, with permission to retain his rank and wear 
the prescribed uniform, 6th August, 1924. 

Fourth Military District. 
Reserve of Officers. 

Caprain J. F. BartLey is placed on the Retired List, with 
permission to retain his rank and wear the prescribed 
uniform, 30th August, 1924. 

Fifth Military District. 
Australian Army Medical Corps Reserve. 

HonokARY Magor H. J. Lorz is retired under the provisions 
of Australian Military Regulation 152 (1), 1st Sep- 
tember, 1924. 

AWARD OF THE COLONIAL AUXILIARY FORCES’ OFFICERS’ 
DECORATION. 
Australian Army Medical Corps. 
CoLoneL W. E. Summons, O.B.E. 


<— 


REPATRIATION COMMISSION. 





THE following have been appointed Commissioners under 
the Royal Commissions Act 1902-1912 of the Common- 
wealth: 

Dr. C. B. Bracksurn, O.B.E. (Chairman), Dr. A. V. 
M. ANDERSON, Dr. H. S. NEWLAND, C.B.E., D.S.O., 
Dr. E. Sanprorp Jackson, Dr. W. W. GIBLIN. 


The terms of the reference as quoted in Commonwealth 
Gazette of Australia No. 65, of September 18, 1924, are as 
follows: 

Is the present method of determining whether 
an ex-soldier’s disability is due to or aggravated 
by war service adequate to decide the origin or the 
degree to which it is aggravated, and what portion 
of his present incapacity can be regarded as having 
resulted from his war service? 


NOTICE OF MEETING. 


A MEETING of the Section of Psychiatry and Neurology 
of the Victorian Branch of the British Medical Association 
will be held at the Walter and Eliza Hall Institute of 
Research in Pathology and Medicine, Melbourne Hospital, 
Melbourne, on October 20, 1924, at 8.15 o’clock p.m. 

The Reverend John Lawton will read a paper entitled: 
“Education in the Light of Psychological Research.” All 
medical practitioners are invited to be present. 

<j 


Wedical Appointments. 


Dr. AtrrED H. Barrett (B.M.A.) has been appointed 
Public Vaccinator at Cobden, Victoria. 


—<—_- 


Wedical Appointments Vacant, ete.. 


For announcements of medical appointments vacant, assistants, 
locum tenentes sought, etc., see “Advertiser,” page xviii. 





AusTIN HOSPITAL FOR INCURABLES, HEIDELBERG, VICTORIA: 
Honorary Pathologist. 


MELBOURNE Hospitat: Medical Vacancies. 
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gwedical Appointments: Important Motice, 


MEDICAL practitioners are requested not to apply for any 
appointment referred to in the following table, without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of 
the British Medical Association, 429, Strand, London, W.C., 





| 
BRANCH. | APPOINTMENTS. 





Australian Natives’ Association. 
Ashfield and District Friendly Societies’ 


Dispensary. 
Balmain United Friendly Societies’ 
Dispensary. 
Friendly Society Lodges at Casino. 
Leichhardt and Petersham Dispensary. 
Manchester Unity Oddfellows’ Medical 
Institute, Elizabeth Street, Sydney. 
Marrickville United Friendly Societies’ 


spensary. 
North Sydney United Friendly Societies, 
People’s Prudential Benefit Society. 
Phenix Mutual Provident Society. 





New SouTH WALES: 

Honorary Secretary, 

30 - 34, Elizabeth 
Street, Sydney. 





All Institutes or Medical Dispensaries, 

Australian Prudential Association 
Proprietary, Limited 

Mutual National Provident Club. 

National Provident Association. 


Victoria: Honorary 

Secretary, Medical 

Society Hall, Bast 
Melbourne. 





QUEENSLAND: Hon- 
orary Secretary, 
B. M. A. Building, 
Adelaide Street, 
Brisbare. 


Brisbane United Friendly 


Society 
Institute. 
Stannary Hills Hospital. 





SoutH AUSTRALIA: Appointments at 
Honorary Secretary, 
12, North Terrace, 


Adelaide. 


Contract Practice 
R k. 


enmark. 
Contract Practice Appointments in 
South Australia. 





WESTERN AUSs- 

TRALIA : Honorary 

Secretary, Saint 

George’s Terrace, 
Perth. 


All Contract Practice Appointments in 
Western Australia. 











| 


| 
| 
| 


New ZBALAND | 
(WBLLINGTON DiIvI- | 
SION) : Honorary | 
Secretary, Welling- | 

ton. | 


Diarp for the Wonth. 


14.—New South Wales Branch, B.M.A.: Ethics Committee, 
15.—Western Australian Branch, B.M.A.: Branch. 
17.—-Eastern Suburbs Medical Association, New South 


Wales. 
21.—New South Wales Branch, B.M.A.: Executive and 
inance Committee. 
22.—Victorian Branch, B.M.A.: Council. 
24.—Queensland Branch, B.M.A.: Council. 
28.—New South Wales Branch, B.M.A.: Medical Politics 
Committee; Organization and Science Committee. 
30.—New South Wales Branch, B.M.A.: Branch. 
30.—South Australian Branch, B.M.A.: Branch. 
. %—Queensland Branch, B.M.A.: Branch. 
. 11—New South Wales Branch, B.M.A.: Ethics Committee. 
. 12.—Tasmanian Branch, B.M.A.: Branch . 
. 12.—Victorian Branch, B.M.A.: Late date of Nomination 
of Council. Election of Scrutineers. 
. 12.—Central Northern Medical Association, 


sees Society Lodges, Wellington, 


ew Zealand. 





New South 
ales. 

. 12.—Melbourne Pediatric Society. 

. 13.—New South Wales Branch, B.M.A.: Clinical Meeting. 

. 13.—Victorian Branch, B.M.A.: Council. Nomination by 
Victorian Branch of Representative of Group on 
Council, London. 

. 13.—South Australian Branch, B.M.A.: Council. 


Editorial Motices. 


MANuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THB 
MEDICAL JOURNAL OF AUSTRALIA alone, unless the contrary 
be stated. 

All communications should be addressed to “The Editor,” 
THE MBDICAL JOURNAL OF AUSTRALIA, B.M.A. Building, 30-34, 
Blizabeth Street, Sydney.. (Telephone: B. 4635.) 


SUBSCRIPTION RatTEBs.—Medical students and others not 
receiving THE MEDICAL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
in the Commonwealth can become subscribers to the journal by 
applying to the Manager or through the usual agents and book- 
sellers. Subscriptions can commence at the beginning of any 
quarter and are renewable on December 31. The rates are £2 for 
Australia and £2 5s. abroad per annum payable in advance. 

















